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The Need for Family Planning    
Population growth 
Following millennia of slow and erratic growth, the population of the planet finally 
reached one billion people around the turn of the 20
th
 century.
1 
  The number of people had 
previously remained low almost exclusively due to high infant mortality rates and short life 
spans. After the Second World War, however, the world experienced an explosion of population 
growth as scientific advances reduced the previous moderators of population with improvements 
in vaccines, antibiotics, and public health measures such as sanitation and clean water.
2 
  Fewer 
children were dying and adults were living longer.
3, 1, 2 
  While these developments were 
welcomed as blessings on the individual level, the resulting population boom became a source of 
concern for many governments and prominent citizens throughout the world.
3 
   
Much of the developed world already had health systems in place that could implement 
or expand family planning programs to address the growing populations.  The developing world, 
however, had little infrastructure or modern scientific knowledge to confront the expanding 
population.  Indeed, in the second half of the 20
th
 century, the population of the Third World 
almost tripled, while the population in developed nations had stabilized, and even reached a point 
of decreasing in some areas.
4 
  There are currently an estimated 6.5 billion people living on this 
planet,
5, 6 
 and although it is difficult to predict precisely too far into the future, the United 
Nations conservatively estimates the developing world could add another three billion people to 
the planet by 2050.
6 
 These projections, while uncertain, show that despite a dramatic decrease 
in worldwide fertility, substantial growth will continue into the foreseeable future.
7 
  In the 
1950‟s when the first national family planning programs were inaugurated in the developing 
world,
8 
 total fertility was over 6.0 children per women.  By the early 2000‟s, this number had 
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dropped by more than half.
5 
  Even with this substantial decrease in the number of children born 
to each woman, worldwide population growth was still 1.3% per year in 2005.
5, 9 
  This growth 
rate equates to adding 80 million people, or a country the size of Viet Nam,
10 
 each year. Almost 
all of this growth will be added to the world‟s poorest countries,11  straining already pressed 
institutions and resources.
7, 9, 12 
   
While many countries throughout the world have made impressive strides in reducing 
population growth rate,
4 
 the declines have been erratic and high fertility remains present in 
numerous places.
7, 12 
  The World Bank reported that almost fifty countries still had fertility rates 
over 5.0 live births per woman.
13 
  Moreover, even in countries that have succeeded in lowering 
their overall fertility rates, many subpopulations continue to experience high levels in their 
fertility.
8, 12 
  Table One describes selected fertility rates throughout the world.   
 
Table One—World Fertility Rates 
Area Fertility Rate in Live Births 
per Woman 
Source 
Entire World 2.59 
14 
 
Developed World 1.6 
15 
 
United States 2.1 
14, 16 
 
Developing Nations 3.2 
15 
 
Latin America 2.95 
16 
 
Ecuador 3.27 
17, 18 
 
Amazon region of Ecuador 4.2 
18 
 
Indigenous Populations of 
Ecuadorian Amazon 
8.0 
19 
 
Puca Chicta, Napo Province, 
Eastern Ecuador 
>10.0 
20 
 
Fertility Rate is defined as the average number of live births the women of a particular 
population have in their entire reproductive lives. It is given as children per woman.   
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The Need for Family Planning on the National Level 
Today, almost every nation on the planet has some sort of national family planning 
effort,
1 
 though the efforts and expenditures of each government vary widely.
21 
  Some programs 
were initiated and run by the government in a top-down manner, while others began as grassroots 
movements by individuals and private organizations that later either became government 
controlled or enjoyed the tacit support of national institutions.
3 
  The role of international aid and 
non-governmental organizations were pivotal in the development of family planning programs in 
the developing world.  Similarly, the reasons for the development of family planning programs 
also varied, with some nations like those in East and South Asia concerned about rising 
population growth while others, such as seen in parts of Latin America, were more preoccupied 
with maternal and child health.
1, 22 
   Whatever the starting point, most family planning programs 
recognized that the consequences of high fertility could be felt on many levels of society, and 
that the unprecedented changes in population levels adversely effected national development.
1 
     
Many population theorists argue that high growth rates in population can deny 
opportunities for socio-economic development.
22 
  High fertility adds more dependents to society 
who will not be productive for decades.  Instead of directing resources to long-term development 
and infrastructure, money is diverted to address the immediate need caused by large numbers of 
dependents.
7 
  Further, with more children to maintain, less money is available on both a familial 
and national level for investing, and nations are more dependent upon foreign capitol, thus 
delaying or retarding true national economic growth.
23 
  Indeed, one population theory maintains 
poverty and large population growth are cyclically related, with many poor nations having the 
lowest access to family planning and the highest growth rates, which in turn perpetuate the 
poverty.
24 
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Family planning and limited population growth have a strong role in the reduction of 
poverty.
11 
  Lower fertility rates allows for a greater ability for investment in national policies 
that can lead to increased economic growth.
22 
  Fewer individuals consuming resources can lead 
to economic growth by enhancing the health, education, and productivity of the population.
7, 11, 22 
  
Some analysts have pointed out that huge economic gains made in East Asian countries such as 
South Korea, Singapore and Taiwan were fueled by high savings rates which resulted from drops 
in fertility rates and a subsequent lower burden created by fewer dependent children.
7, 22 
  
However, drops in fertility must be accompanied by appropriate macro-economic policies for 
widespread decrease of poverty to be felt throughout the population.
7 
   
The large population densities which are an eventual consequence of high fertility rates 
also can have severe consequences on the natural environment.
11 
  More people lead to 
expanding mega-cities as people move from rural to urban areas in search of economic 
opportunities.  Rising populations can also lead to dense settlement and the development of 
human infrastructure in previously rural areas.  Further, rapid growth is difficult to control, and 
leads to poorly organized systems which are inefficient in meeting the needs of the people.
25 
  
Uncontrolled growth increases stress on the ecosystem and can result in shortages in critical 
supplies such as agricultural output and fresh water.
26 
  More people strain natural resources and 
speed environmental degradation, causing a wide array of damages ranging from adverse health 
effects to global warming.
7, 27 
  
High fertility rates also adversely affect existing governmental structures.  More children 
strain the educational, medical, and social services provided by public and private institutions.  
This strain can produce cycles of poverty where children do not receive sufficient education and 
continue to produce more children than can be accommodated adequately by society.
11 
  The 
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effects of rapid population growth can be destabilizing to governments, especially when coupled 
with poor economic management, stagnation, and corruption.  Indeed, many of the initial efforts 
to promote family planning were influenced by governments‟ and donors‟ fear of political unrest 
caused by overpopulation.
3 
   
The Need for Family Planning at the Personal Level 
On an individual level, one central argument in favor of family planning efforts is the 
benefit that lower fertility brings to the health of both the mother and her children.
12, 28 
  Women 
in developing countries have a risk of dying in childbirth that is anywhere from ten to one 
hundred times higher than women in developed nations.
29 
  It has also been shown that improved 
reproductive health services and family planning programs lead to fewer induced abortions,
11, 30-
32 
 and a concurrent drop in maternal mortality from complications of these abortions.
33 
  Babies 
in the developing world die at a rate eight times than that seen in developed countries.
34 
  All 
told, increased child mortality cuts twelve years off the lifespan of populations in the developing 
world.  Lower fertility also produces healthier children by increasing birth spacing, reducing the 
numbers of young mothers, and decreasing family size.
35 
  With fewer children, families would 
have more capability to better care for and have more resources to educate their offspring.  
Education is one of the leading predictors of health outcomes for children.
12 
   
In recent decades, many women‟s rights movements have advocated for family planning 
as a way to advance women‟s causes.22   In fact, their argument has reached the highest levels as 
gender equality and women‟s empowerment12  were incorporated into the United Nations 
Millennium Goals.
*
  Women‟s rights advocates argue that women with higher use of 
contraception also have greater influence in their family and more financial independence and 
security.
30 
  Without improved family planning services, many women and young girls, 
                                                 
*
 Please see Table Nine on page 78 for a full list of the Millennium Goals 
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especially in poor and marginalized communities, will remain trapped in a lower social status 
and not be able to better their lives or escape the cycle of poverty.
12, 36 
 
While national concerns of rapid population growth, adverse environmental impacts, and 
public health are compelling benefits of lower fertility rates on a societal level, these needs are 
overshadowed by the personal desires of each woman or couple.  The fact is that millions of 
people in developing nations want to have smaller families and space their children further 
apart.
3, 12, 21, 31 
  Although reasons vary, couples are motivated by many forces such as family 
finances, health concerns for the mother and offspring, desire for education and a better future 
for their children, and a woman‟s desire for control over her reproduction.37, 38   What is more, 
the desire for family planning exists throughout the developing world, even in many populations 
that had been considered unlikely due to religious or cultural beliefs.
31, 39, 40 
 Further, many 
studies have shown in many populations throughout the developing world that a gap exists in the 
number of children that women prefer and the number of children actually born.
31, 37, 38, 41-43 
  In 
fertility surveys that inquired about family preferences, “significant proportions of women report 
having had unwanted births and substantial numbers of women who wish to limit or space their 
childbearing” but were not practicing contraception.44   The desire of women from many different 
societies to have fewer children represents an unmet need for family planning services.   
 
 
The History of Family Planning 
National Family Planning Programs 
The adoption of formal policies and programs addressing family planning are relatively 
recent inventions.
45 
  Before the 18
th
 century, few societies constrained population growth with 
cultural practices, and worldwide most families had high fertility to offset high child mortality 
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rates and short life spans.
1 
  One example was found in several nations of Western Europe, which 
for centuries delayed or forewent the marriage of their women to maintain low birth rates.
46-48 
 
Another example was seen in eastern Asia in times of crisis with large scale infanticide to protect 
families from starvation.
49 
  However, these examples were not the norm in the world, as most 
societies did not have widespread programs to regulate fertility, and natural mortality constrained 
population growth.   
Fertility rates began falling in the industrialized nations beginning in the late eighteenth 
century, with France leading the way,
45, 50 
 and the rest of Western Europe and the United States 
following some decades later.
2, 45, 51 
  It is interesting to note that no national or even private 
family planning programs were in existence, and much decline in fertility was caused by a 
complex mix of increased education for children, industrialization, and social and behavioral 
changes.
2, 22 
  By the early decades of the 1900‟s, many developed nations had reduced their 
fertility rate to the point of having an extremely low or no net population growth.
45 
  However, 
the nations that came to be called the “developing world” still experienced high fertility.1, 3   
Moreover, following the Second World War, advances in medical care such as the introduction 
of antibiotics and improvements in public health drastically reduced mortality and expanded life 
spans throughout the world.
45 
  The combination of high fertility and lowered mortality led to a 
huge population explosion.
2 
   
Many governments in developing nations as well as concerned members of elite 
segments of the developed world recognized the potential negative consequences of uncontrolled 
population growth.
3 
  In 1952, India established the first national family planning program in the 
developing world,
52 
 and was soon followed by several other nations in Asia, Africa, and to some 
extent, Latin America.  Further, in the 1950s, many countries had some form of policy statement 
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supporting family planning for a variety of reasons, namely reduced population growth, as well 
as health reasons like reduced maternal and child mortality.
53 
  Family planning programs 
expanded for several decades, even in populations previously considered unlikely due to 
religious or culturally conservative institutions.
54 
  Such was the interest on the governmental 
level that three international conferences on family planning were held to define world 
population policies, strategies, and goals.
55 
  By the 1990‟s, almost every nation on the planet had 
some sort of national family planning policy and program in place.
3 
   
Family planning programs have been as diverse as the countries in which they operated.
56 
  
Some programs were established through a top-down approach by governments worried about 
the destabilizing effects of overpopulation.  Others were private efforts meant to improve 
maternal and child health.
3 
  Some nations‟ efforts were hindered by entrenched institutions such 
as the church or medical establishment, while in other nations these same institutions took the 
lead in developing family planning.
57 
  Further, funding was always an issue, as initially most 
programs were supported by international assistance, predominantly from the United States.
45 
  
Also, quality varied as programs struggled to gain experience and improve their services.   
Because of the multiple paths that led to their development, the various national family 
planning programs differed tremendously in the quality, outcomes and success in reaching their 
stated goals.  Most of the nations of Europe, the former Soviet States, Eastern and Southeastern 
Asia, and the English-speaking nations have seen great success in reducing their fertility, as have 
a scattering of nations in Latin America, the Middle East, and Africa.  However, two dozen 
nations, mostly in Sub-Saharan Africa, still have fertility rates over six children per woman, with 
another three dozen having rates of more than five children per woman.  Also, as stated before, 
within nations there exist disparities in fertility between different segments of the population.  
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Given the projected growth of Earth‟s population into the rest of this century, the rationale for 
family planning programs is still evident.   
Personal Family Planning Practices 
Up until the mid-twentieth century, the deliberate use of contraception and birth control 
was limited and practiced only in a small percentage of couples in the developing world.
1 
  Up 
until that point, there had been only scattered reports of sporadic use of traditional methods to 
prevent pregnancies.  The development of newer and more effective methods of contraception, 
along with large-scale production and mass marketing, made their use more available to a large 
number of couples.   
Throughout history, couples have used a variety of ingenious methods for contraceptive 
purposes.  The oldest known device was found in ancient Egypt, where women used pessaries 
made of crocodile dung and honey.
58 
  Greek colonists in present-day Libya used the herb 
silphion as the first recorded oral contraceptive.  Through the middle ages there were reports of 
different teas and natural medicines being used to prevent or terminate pregnancy.  The first 
condoms were used in 17
th
 century England and were made out of animal intestines, but were 
mainly used for prevention of sexually transmitted infections and not for birth control.  In the 
late 19
th
 century, following the development by Charles Goodyear of the industrial production of 
rubber, mass production of condoms with this new material began.  Although the effectiveness 
and reliability of these methods were poor compared to modern standards, they helped to reduce 
birth rates and offered a sense of control to couples in the developed world.  However, not 
everybody had access to or could utilize contraception, and diffusion of these technologies into 
the Third World was slow.
59 
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It was not until the 1960s that widespread birth control was available, and up until that 
time few couples in the developing world used modern contraceptives.
3 
  The first hormonal 
contraceptive pill was developed and approved by the FDA in 1960.
60 
  Intrauterine devices 
entered the scene in the 1970s.  Hormone injections followed in the 1990s.  Along with these 
methods came spermicidal creams, vaginal barrier methods, implants, and significant 
technological improvements in existing methods.  Improvements in surgical techniques made 
sterilization for both men and women a viable option for many people.   
Thus, by the beginning of the 21
st
 century, couples had a large menu of choices for their 
family planning needs.  The World Health Organization listed nineteen classes of contraceptive 
options, within which was a wide variety of alternatives designed to fit the needs of individual 
women and men within diverse societies.
*
  Many analysts of fertility and family planning trends 
state that having many options in contraception is one of the crucial component to acceptance of 
family planning by individuals and to overall success of any large family planning program.
1, 3, 4, 
30, 61 
 
 
The Determinants of Family Planning Utilization 
The Great Debates 
The subjects of family planning and population growth have caused a great deal of 
discussion in the field of population policy as well as among social scientists.  Indeed, the debate 
about population growth began over two centuries ago when the Reverend Thomas Malthus 
predicted increasing populations would outstrip natural resources and would result in devastating 
famines and natural disasters.
62, 63 
 His arguments were popular in the industrialized nations.
3 
  
Countering Malthus was the Marxist point of view that population growth in and of itself was 
                                                 
*
 Please see Table Ten on page 78 for a complete list of contraceptive options 
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neither good nor bad, but the perceived ills blamed on population growth were in fact caused by 
misdistribution of wealth and power.
2 
  These nineteenth century debates persisted into the next 
century and greatly influenced the development of international family planning and population 
policies.
3, 55 
   
The family planning movement had its origins from two schools of thought.  The first 
was the birth control movement which was primarily focused on the rights and empowerment of 
woman and her well-being.  This movement began early in the twentieth century and was 
pioneered by Margaret Sanger, among others, who opened the first birth control clinic in 1916 in 
Brooklyn, New York.
64 
  The second movement took its social philosophy from Malthus.  Led by 
such notables as John D. Rockefeller III, this population control group was less concerned with 
the rights of individuals than with the well-being of society as a whole which they viewed as 
threatened by the surge in human numbers, especially in the developing world.  For many years, 
there was much distrust and even acrimony between the two camps.  Following the Second 
World War, both sides converged, agreeing that voluntary and independent reproductive control 
could lead to a reduction in population growth rates and support individual freedoms and 
reproductive rights.  This convergence led to the development of the modern family planning 
movement.
3 
 
The joining of these two schools of thought did not end the debates in the population 
field.  The teachings of Marx still resonated within many socialist countries, which were resistant 
to the idea of population control.  They were joined by Third World nations suspicious of the 
motivations of the United States and other Western powers, fearing concerns over population 
growth were another strategy to maintain an imbalance of power in the world.
57 
  However, by 
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the 1990‟s, family planning programs were so commonplace that the issue of “Whether” to limit 
population growth or have family planning was essentially irrelevant.
22, 65 
   
The next great debate on family planning was centered on “How” to control the 
unprecedented growth in population.
55 
  In the 1960‟s and 1970‟s, some in the family planning 
camp argued there was huge unwanted fertility throughout the world and that couples wanted to 
have smaller families.  They advocated that increased information and services for contraception 
were needed to satisfy the unmet demand for family planning and would result in overall reduced 
fertility rates.
66 
  The other side composed mainly of social scientists countered that high fertility 
was a natural response to poverty and that money would be better spent in economic 
development rather than directing resources to family planning programs.
1 
  In their view, these 
programs only provided easier access to contraceptives for people who would already have 
found a way to limit their fertility even without the programs.
67 
  Arguments supporting either 
side have raged for nearly four decades and continue in policy circles to this day, with past 
research producing widely varying estimates of the impact on fertility by organized family 
planning programs.  Eventually the debates moved toward a consensus that both socioeconomic 
development and family planning are important to reduce population growth.
1, 22, 55, 68 
 
Determinants of Fertility Regulation and Family Planning Use 
Despite many years of research, considerable uncertainty persists regarding the processes 
and factors that both motivate couples to limit their family size and account for the different rates 
of family planning use in various societies.
1, 61, 69 68 
  Part of this uncertainty has to do with the 
sensitive nature of the topic, both on a national and individual level.
45, 70 
  Another part has to do 
with the difficulty in developing quantitative measures and tools which appropriately address the 
issue.
1, 43 
  However, numerous studies have been dedicated to identifying which determinants 
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influence fertility and rates of contraceptive use.
71, 72 
  These factors can be broadly categorized 
into four groups:  economic situation, demographic variables, socio-cultural influences, and 
access issues.
7, 39, 42, 61, 73-75 
   
 
Figure One--Determinants of Family Planning Use 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The relationship of these factors both with family planning and with each other is 
complex and they also overlap.
76 
  Moreover, the direction of causality is often confused and 
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intricate, and there is often the argument on which came first.  Although the influence of these 
variables has been the subject of intense debate and research, only a brief summary is presented 
here.  The economic factors proposed to influence rates of family planning use can be divided 
into societal, familial, and individual woman levels.
1 
  These include average income and 
economic development in the community, the presence of an old age social security system, the 
types of available jobs, the work status of the husband, levels of household poverty, and 
especially employment opportunities for the woman outside of the home.
77 
  Many demographic 
characteristics have been suggested to be associated with family planning use, including 
education, particularly of the woman, location in a rural and urban setting, and specific 
characteristics of the woman such as her age at marriage/union, number of children both living 
and dead, and her experience with abortion.  Social and cultural factors can have an especially 
strong influence on changes in family planning use.
68 
  Religious, social and familial acceptances, 
as well as the husband‟s reproductive preferences are critical.61, 68   Surveys have shown that 
women will subjugate their own reproductive desires based on real or perceived disapproval by 
others, especially if the husband prefers to exercise complete control over his partner, wants 
more children, or fears infidelity on the part of his partner.
41, 71 
  The fourth group of factors 
pertain to access to family planning services, a broad term which does not refer only to 
geographic proximity to birth control.  Access also includes knowledge of family planning 
information, the existence of reproductive health services and their quality,
78, 79 
 the availability 
of a wide variety of product choices and the cost, both monetary and personal,
80 
 of family 
planning services and contraceptives.
76 
  The last category of determinants is where family 
planning programs have attempted to make their mark on contraceptive use and fertility rates.
65 
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Barriers to use of family planning 
Barriers to family planning are defined as the constraining factors reducing a couple or 
woman‟s access to the contraceptives or the availability of services needed to make appropriate 
reproductive choices and decide whether and when to become pregnant.
36 
  Survey results over 
the last three decades have consistently reported a gap between the number of children that 
women want to have and their actually fertility levels.
71 
   Overcoming these barriers would allow 
many of the millions of women in the developing world who wish to regulate their fertility to 
achieve their desired number of children.   
The barriers to family planning are many.
31, 36, 61 
  A recent review of the literature 
identified limited contraceptive method options, medical and legal restrictions, provider bias, 
misinformation, women‟s status and financial costs to be obstacles for women to obtain 
appropriate family planning.
36 
  Another study cited the four key reasons as being: insufficient 
knowledge of contraceptive methods and their use, social disapproval, fear of side effects, and 
women‟s perception of husbands‟ opposition.22   These observations were confirmed by women 
themselves with data from the Demographic and Health Surveys taken throughout the world that 
have shown repeatedly that women cite lack of knowledge of family planning methods, fears of 
real or perceived side-effects and health concerns, access, and husband‟s disapproval of family 
planning as primary reasons for not using contraception.
81 81 
  Figure Two illustrates the various 
factors which influence a woman‟s personal reproductive decisions.  Any family planning 
program that strives to be successful needs to reach beyond traditional provision of family 
planning services to address the familial and cultural factors limiting voluntary contraceptive 
use.
68 
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Figure Two--Personal Barriers to Using Contraception 
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Indigenous populations in many nations face additional barriers not experienced by other 
segments of society.
82 
  These obstacles inhibit their ability to utilize the full range of family 
planning services available in their country.
83 
  Some of the barriers are caused by outside forces 
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while some arise because of inherent characteristics of the indigenous people themselves.
84 
  The 
difference in family planning use seen in indigenous groups contributes to the health disparities 
experienced by these populations.
85 
  
As noted above, socioeconomic status, education and where one lives are associated with 
family planning use.  Indigenous people are more likely to live in poverty.
86 
  Women from the 
more affluent segments of society are more likely to use contraceptives than the poorest 
women.
31, 87 
  The poverty is amplified because the indigenous people, especially indigenous 
women, have less access to formal education and have higher rates of illiteracy.  Lastly, the 
indigenous tend to live in more rural areas and have less access to family planning services.
88, 89 
 Personal beliefs of indigenous people also raise barriers to contraceptive use.
85 
  
Throughout their history, indigenous peoples, especially in Latin America, have experienced 
social and political oppression from the dominant populations,
90 
 which has translated in 
contemporary times to a deep-seated suspicion and outright distrust of many western ideas and 
institutions, the family planning movement included.
89, 91 
  In addition, a number of indigenous 
populations are extremely conservative and display strong religious and other personal beliefs 
which run contrary to the family planning ideals.
92,85 
  Many indigenous men view large families 
as a source of pride and respect in their communities and are also adamantly opposed to family 
planning because of fears of infidelity on the part of „their women.”41, 93   Finally, indigenous 
women tend to be less educated, are less likely to be bilingual, and more likely to rely on their 
partner for family planning decisions.
41, 93, 94 
   
In addition to the personal factors affecting use of family planning, the indigenous must 
also overcome several institutional barriers.  Indigenous populations are often underserved or 
even ignored by the dominant social elites, as evidenced in that the indigenous of the entire 
 Page 23 of 96 
Amazon region were not even measured in public health surveys in Ecuador as few as 20 years 
ago.
95 
  The health care system is unresponsive to indigenous needs as few health care workers 
are bilingual, making effective communication extremely problematic.
96 
  This problem is 
exacerbated by the fact the indigenous are a heterogeneous group and speak numerous 
languages—23 distinct languages are spoken in Guatemala97  and sixteen in Ecuador.  Few 
indigenous staff members are employed in either the health care system or family planning 
programs.  Subsequently, indigenous clients suffer discrimination, misinformation, and hostility 
from family planning providers.  Further, much material is not presented in a culturally sensitive 
or appropriate manner.
73, 98 
  Uptake of family planning practices by the indigenous communities 
has lagged far behind the rest of society, even though studies suggest desires on the part of 
indigenous women to have similar numbers of children.
17, 18 
 
 
Description of Intervention Village93  
 
In 2001, the village of Puca Chicta solicited the United States Peace Corps 
*
 to place a 
volunteer in their community for a period of two years.  The village leadership indicated several 
reasons for their request, and specifically solicited assistance in the following areas:
99  
 Educational assistance in the elementary school 
 Addressing health concerns such as malnutrition, poor dentition, and high prevalence 
of diarrhea in young children 
 English  
 Economic development 
 Family planning education 
 
In reference to the request for family planning education, village elders noted the village had 
historically had a high fertility rate of over ten children per woman and had also experienced an 
unacceptable infant mortality rate.
20, 93 
   
                                                 
*
 Please see the First Appendix on page 49 for a description of the United States Peace Corps 
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The family planning intervention took place in the indigenous Quichua village of Puca 
Chicta de Andres Andi.  The village was founded in 1961 in a previously remote area on the 
north shore of the Napo River in the Amazon Rain Forest Basin of eastern Ecuador.  It is located 
in the province of Napo, county of Tena, district of Puerto Misahualli.  It is about one hour from 
the county seat, three hours to the provincial capital of Tena, and ten hours to the national capital 
of Quito.   
The town of Puca Chicta was comprised of an indigenous Quichua population.  Although 
the history of these people was unclear, local scholars believe that the Quichua peoples of the 
Amazon Basin were possibly the descendents of people of the Incan Empire who had fled to the 
area before the Spanish conquest five centuries before.
100 
  The people of this area maintain their 
own language and many traditional customs, though most have adopted western dress and many 
except the elderly speak at least some Spanish. 
The name Puca Chicta means the “red branch of the river” in the local language.  The 
founder, Andres Andi, selected this location for its prosperous hunting and the abundant fishing.  
Early settlers dedicated themselves to growing corn, plantains and cassava for sustenance, and 
panning for gold, selling timber, and growing cacao for income.  Originally, the entire sector was 
called Puca Chicta, but as more people arrived, separate villages broke off and were 
incorporated, including one of the control villages in the research study, Katchi Wañushka 
(“Dead Salt”). 
Although geographically isolated and difficult to reach, Puca Chicta was the largest and 
most accessible village in the sector and in the subsequent decades experienced outside 
influence.  Missionaries, logging and mining companies, and government officials visited with 
some frequency, and Puca Chicta had the first elementary school and church in the sector.  In 
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early 2001, the access to the village was still only by canoe on the Napo River or an arduous one 
hour hike through the lush tropical forest.  However, in early 2002, a rough gravel road was 
completed to the county seat of Puerto Misahualli which was accessible to four-by-four trucks, a 
trip which lasted almost one hour.  Puca Chicta had an elementary school building, a multi-
purpose educational building, a day care center, a soccer field, a cement basketball court, and an 
evangelical church with an associated children‟s school program.   Most people were primarily 
subsistence farmers, selling their produce for money in the county seat, with a smattering of 
other endeavors to earn income.
93 
   
 
Description of the Interventions   
Following approval of the application made by the community, the Peace Corps placed a 
volunteer in the village of Puca Chicta to work in the fields of rural health and community 
development.  In collaboration with the people of the village, the volunteer participated in 
numerous projects pertaining to family planning, health, education, economics and community 
development.  It should be noted that a critical element to the volunteer‟s efforts was the deep 
integration into the community.  The volunteer was an integral member in all aspects of society, 
and was even elected onto the town governing council.  Not only did the volunteer work on the 
projects shown in Table Two on the following page, but also harvested family crops, helped 
build their houses, went to the town church, helped bury the deceased, played with children and 
participated actively in all community social activities.  Moreover, the volunteer extended an 
extra year past the normal 24-month service performed by Peace Corps volunteers to continue 
the projects that had been initiated to insure their long term sustainability.  The deep 
relationships and trust developed served to help facilitate the later interventions focusing on the 
sensitive subject of family planning. 
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Table Two—Activities, Projects and Interventions Performed by Peace 
Corps Volunteer from 2001 through 2004 
Family Planning Activities In Study Village of Puca Chicta
93, 101 
 
Health and family planning community workshops 
School based sexual education classes 
Individual family planning sessions 
Family planning education sessions for village women 
Development of Community Dispensary 
Lay health promoter training 
Village level health and family planning survey 
Other Activities Conducted In Study Village of Puca Chicta 
Development of a Community Bank with micro-loan system 
Initiated and assisted income generating projects 
Improvements on community water system 
Health and hygiene classes in schools and community 
Academic classes including English 
Non-formal education activities with children and youth 
Class and activities increasing proper garbage disposal 
Youth leadership building activities including workshops and field trips 
Painted ten artistic murals in village with youth groups 
Created library in high school with 200 books 
Obtained scholarships to fund high school education for four girls 
Developed numerous family gardens 
Nutrition classes in day care center 
Cooking classes for mothers and children 
Obtained didactic materials and educated day care workers  
Assisted in village infrastructure development projects 
Led repair and re-painting of education buildings 
Planning committee for community events 
Helped plant and harvest village members‟ crops 
Helped in housing construction for numerous village members 
Participated in community events such as soccer team, church activities, projects 
Played every single day with village children 
Activities Conducted in Control Village of Katchi Wañushka 
Health and family planning community workshops (in conjunction with Puca Chicta) 
School based academic classes 
Lay health promoter training 
Participated in village infrastructure development projects 
Activities Conducted Outside of Study Villages 
Four Teacher Training Workshops in Provincial Capital  
(100 teachers attended, including from Puca Chicta) 
Painted six artistic murals of various health themes with youth 
(two teenagers from Puca Chicta assisted in painting) 
Four leadership workshops for youth—included four youth form Puca Chicta 
Gave family garden growing workshops 
Assisted other Peace Corps Volunteers in their projects 
Interpreted for two American medical missions 
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Practical Framework of Puca Chicta Interventions 
The initial family planning interventions were not based on a theoretical framework, but 
rather were developed from a community needs assessment and Peace Corps training modules.
*
  
Different activities were developed as collaborations between the Peace Corps volunteer, the 
village lay health promoters, community leaders, non-governmental organizations, and 
Ecuadorian health care workers, as well as women and youth from the village.  Although a 
formal theoretical approach was not planned in advance, the multi-factorial interventions utilized 
in Puca Chicta incorporated many of the elements that have been identified by the literature as 
important components to a successful family planning program.
85 
  Using the variables described 
in the five articles from the systematic search of the literature as well as other sources, we 
formulated the Practical Considerations Framework for a Successful Family Planning 
Intervention which was used to illustrate the multi-factorial interventions performed in Puca 
Chicta.  The important influencing factors are described in Table Three, along with a note on 
how each factor was addressed through the interventions in Puca Chicta. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                 
*
 Please see the Second Appendix on pages 50-54 for a detailed description of the family planning interventions in 
Puca Chicta 
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Table Three--Components of Family Planning Interventions  
For a Rural Indigenous Population Based on Literature Review 
Factor Source How addressed 
Develop trust and commitment 6,7,10 Volunteer lived in village for three years, fully 
integrated member of community 
Utilize local leadership 1,2,6,7 Planned interventions with village leaders, 
teachers, community members 
Accommodate religious and 
political concerns 
6,8 Discussed interventions with both groups, solicited 
their advice 
Tailor intervention to community 
needs 
2,3,4,5,6,7,8,9,10 Villagers and leaders instrumental in all aspects of 
interventions, adjusted designs, presented materials 
in various ways 
Insure cultural appropriateness 6,8,9,10 Spoke Quichua, worked with local people 
Educational segment  1,8,10 Education was the key element of all interventions, 
we utilized wide variety of educational techniques 
and modules 
Utilize modern forms of 
communication such as TV, radio 
1,7,8 Did not address 
Address all community concerns, 
i.e. health worries and myths 
8,10 Solicited feedback, addressed all concerns 
Involve women 6,8,10 Many interventions given just to women 
Involve men 3,6,8 Men incorporated into most lessons, used male 
volunteers 
Involve youth 4,5
102 
 Age-appropriate activities for children and 
teenagers 
Bilingual local promoters 1,6,10 Used village health promoters for education and 
interpretation 
Educate health care staff in 
cultural sensitivity 
2,3,7,10 Recruited Ecuadorian physician to participate in 
several activities 
Provide a wide range of 
contraceptive, service and location 
options 
7,1,3,8 Only provided condoms and natural methods—
Provided in home personal counseling, group 
counseling 
Link family planning to other 
health services to reduce stigma 
7,8 Most workshops had an overriding health theme 
Incorporate traditional health 
practices 
6,8 Local elders discussed natural medicines and 
methods 
Use a multi-factorial approach 7,8 Check, did that 
Experiment and adjust to needs as 
they come up 
3,6,7,8 We went through much trial and error 
1= Promoting Birthspacing Among Maya Quiche
92 
 
2= Evaluation of Community Education Interventions in 
Sexual and Reproductive Health Services in Urban-
Marginal Areas of La Paz, Bolivia
103 
 
3=Bringing Family Planning to Isolated Ecuadorians
89 
 
4= Effects of a community-based sex education and 
reproductive health service program on contraceptive use 
of unmarried youths in Shanghai
104 
 
5= Impact of accessible sexual and reproductive health care 
on poor and underserved adolescents in Managua, 
Nicaragua: a quasi-experimental intervention study
102 
 
 
 
6=Family Planning Among Indigenous Populations
84 
 
7= The Demographic Impact of the Family Planning—
Health Services Project
1 
 
8=Family Planning—The unfinished agenda
22 
 
9= Delivery of Family Planning and Health Services in 
Campesino and Indigenous Communities in Ecuador
105 
 
10= Increasing contraceptive acceptance through 
empowerment of female community health volunteers in 
rural Nepal
106 
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Systematic Review of the Literature 
 A systematic review of the literature was performed to examine past and current 
programs addressing family planning issues in the developing world.  We were especially 
interested in identifying quality evaluations of effectiveness of these programs, especially those 
studies which examined marginalized or indigenous populations.  The review process is 
described below. 
 
Databases and Search Terms
*
 
The MEDLINE/PubMed database was searched using the following MeSH terms and keywords: 
(1) “("Family Planning Services" OR "Natural Family Planning Methods" OR 
"Sex Education") AND ("Health Care Surveys" OR "Health Surveys") 
(2)  ("family planning services"[All Fields] OR Family Planning Services[Text 
Word] OR "Natural Family Planning Methods"[All Fields] OR "Family 
Planning Policy"[All Fields]) AND "Program Evaluation"[All Fields] AND 
"Developing countries"[All Fields]) 
The POPLINE database was searched with the following terms: 
(1)  "interventions" & (="family planning" / ="contraceptive usage")   
A search of LILACS (Spanish acronym for Latin American and Caribbean Health Sciences 
Literature) with the following: 
(1)  “family and planning and programs and evaluation”.    
A search of the Cochrane Library with the following terms: 
                                                 
*
 Please see Table Eleven on page 80 for a detailed table on the searches performed in the systematic review of the 
literature 
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 (1) “family planning” 
Two searches of the United Stated Agency for International Development (USAID) with the 
following terms: 
 (1) “Family planning programs” 
 (2) “Community Based Family Planning” 
In addition, we enlisted the professional assistance of the librarians at both the Carolina 
Population Center (CPC) of Chapel Hill, NC and Family Health International (FHI) of Research 
Triangle Park.    Further, to identify other relevant literature, the reference lists of identified 
articles and books were hand searched.  Additional sources from supplementary searches and 
hand searches of reference lists were evaluated.  Finally, expert opinion was solicited from 
officials at the Carolina Population Center, Family Health International, the United States Peace 
Corps, the Population Council, the World Bank and the World Health Organization (WHO).   
Under consideration were citations of all English and Spanish language studies in peer-
reviewed journals, books, and reports or studies from WHO/United Nations, RAND Institute, 
USAID and the Peace Corps.  Table Four has a listing of the inclusion and exclusion criteria for 
the systematic review of the literature.  Owing to the broad scope of this review and the general 
paucity of studies of this type of family planning intervention, we considered all study designs 
for evaluation of quality, internal validity, and relevance. 
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Table Four—Inclusion and Exclusion Criteria for Literature Search 
 
Inclusion Criteria Exclusion Criteria 
Studies of Family Planning Interventions Studies of Sexually Transmitted Infections 
Study setting in developing world  Study setting in developed nations 
English or Spanish Other foreign languages 
Study includes marginalized, indigenous or 
low-resource populations 
Interventions directed at wealthy populations, 
sex workers, post-partum women only, and 
emergency contraception 
Observational studies with or without a 
comparison group, survey studies, ecological 
studies 
Editorials, letters, non-human studies, review 
articles 
Primary outcomes which are related to family 
planning, fertility rates, contraception use 
Primary outcomes unrelated to family planning 
 
 
The review of the literature involved several steps.  First, the titles of all citations were 
hand-reviewed and those that did not apply in any manner to family planning as well as 
duplicates and citations whose full text was unavailable were eliminated.  Second, the abstracts 
of the remaining citations were analyzed and included or excluded according to the defined 
criteria.  To avoid elimination of potentially useful articles, the review erred on the side of 
inclusion of reviewed abstracts.  If an abstract met the inclusion criteria, the full text article was 
read and reviewed for inclusion or exclusion from the study.  Articles passing the 
inclusion/exclusion criteria were then subjected to a quality rating and included in the review 
tables below. 
 
Evaluation of Study Quality 
 The quality of the selected studies was evaluated according to the criteria listed in Table 
Four.  Each study received a grade according to fulfillment of six criteria:  the adequacy of the 
source population, how well the study population represented the source population (including 
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inclusion/exclusion criteria), the use of an adequate control population, the description of the 
family planning intervention, the quality of the data collection and analysis of appropriate 
outcome measures, and the relevancy of the results (complete with p-values or 95% confidence 
intervals).  The quality ratings for each category were converted to a 0-3 point numerical scale, 
where 0=poor, 1=fair, 2=good, and 3=excellent.  An overall quality score (0-18) was produced 
for each study.   
 
Results of the Systematic Review of the Literature 
In total from all sources, 1,601 citations were gathered.  A total of 194 duplicates were 
eliminated.  Also, the full text or abstract could not be retrieved for 28 citations, which were 
eliminated.  Another 987 were deemed ineligible upon review of their titles.  The abstracts of the 
remaining 392 citations were analyzed and included or excluded according to the specific criteria 
listed above.  Of the abstracts read, 313 did not meet the inclusion criteria, mostly because they 
dealt exclusively with sexually transmitted infections. Of the remaining 79 citations, upon review 
of the full text, only five were judged eligible for selection and inclusion in this literature review.  
Many of the articles which did not meet the inclusion criteria were subsequently used as 
background material.   A flowchart diagramming the systematic review and inclusion/exclusion 
process is included in Figure Three.  
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Figure Three—Flowchart of Systematic Review of the 
Literature 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Discussion of the Systematic Review of the Literature 
Since the inception of organized family planning programs, billions of dollars have been 
spent on such efforts.
22 
  Searching the literature for family planning yielded an incredibly large 
volume of literature on the subject.  However, despite the importance of family planning, there 
have been extremely few published articles pertaining to evaluations of family planning 
1,601 Citations found from all sources 
392 Abstracts reviewed 
1,209 Citations excluded during title 
review 
194 Duplicate Citations 
28 Citations without abstracts or text 
987 of Titles did not meet 
inclusion/exclusion criteria 
79 Full texts reviewed 
313 Did not pass inclusion/exclusion 
criteria 
5 Citations used for comparison and 
critique 
74 Did not pass inclusion/exclusion 
criteria 
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programs.  James Phillips, population scholar and former director of the Population Council, 
noted the surprising dearth of information on community level family planning programs, 
especially those geared towards rural, indigenous, low-income or otherwise marginalized 
populations.
107 
 Even though experimental designs provide the strongest evidence on the efficacy 
of an intervention, few family planning programs utilize research designs for the evaluation.
108 
   
Our search yielded five studies, which are described in Table Five.  Only one of the five 
articles dealt specifically with indigenous populations, while the rest pertained to other 
marginalized and hard-to-reach populations who had not previously been the recipients of 
established family planning interventions.  The quality of the studies varied from poor to 
excellent.  A quality score evaluation is given on page 36 in Table Six. 
 All five studies had similar one characteristic and several variations.  The common theme 
seen in all was the importance of training local people to perform all types of family planning 
services.  However, in all other regards, the studies varied greatly.  Benalcazar integrated family 
planning with other health initiatives for indigenous people, though they found this strategy not 
be as effective as volunteers who promoted a single theme.  Betrand showed that it was possible 
to work with indigenous groups and that there was an interest in family planning in this 
population, although no control group comparison was performed.  Even though the other three 
studies did not work with indigenous populations, they showed that multi-faceted family 
planning approaches offering more contraceptive choices can lead to a greater knowledge of 
family planning methods and an increase in the utilization of contraceptives, even in poor and 
marginalized communities.  These studies offer insight into possible successful strategies for 
family planning interventions, but they also serve to illustrate the need for rigorous evaluations 
of family planning programs.  
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Table Five—Studies of Family Planning Interventions in Developing Nations 
Study 
Authors, Year 
Title of Study 
 
 Study 
Location  
Target 
Population 
Control 
Population 
Description of 
Intervention  
Outcomes 
measured 
Results  Comments   Quality 
(0-18)  
Benalcazar R, 
et al. 
1989
105 
 
Delivery of Family 
Planning and Health 
Services in Campesino 
and Indigenous 
Communities in 
Ecuador 
85 rural 
communities 
in the 
mountains of 
Ecuador 
Rural 
indigenous 
populations 
Two 
intervention 
groups were 
compared 
Volunteer health 
promoters 
distributed and 
educate either 
family planning or 
oral rehydration 
therapy during the 
1st 6 months. 
Integrated the 2 
interventions in 
the 2nd 6 months.   
1.Contraceptives 
distributed 
2. Oral rehydration 
salt packets 
distributed 
3. New users of 
contraceptives 
4. Continuation 
rates 
Described number 
of home visits and 
educational talks 
which took place, 
enlisted 1,475 
new acceptors (or 
16.2% of women 
15-49 of age, 
promoters who 
made home visits 
had better success 
Lack of a control 
group limits this 
study.  Did show that 
volunteers 
performing home 
visits was more 
effective.  Also 
stated combining the 
interventions 
reduced results for 
each one 
8 
Betrand J, et 
al. 
1999
92 
 
Promoting 
Birthspacing Among 
Maya Quiche of 
Guatemela 
The 
department of 
El Quiché, 
Guatemala  
Predominantly 
Maya 
population in 
eight 
municipalties 
in southern E. 
Quiché 
 None—
comparisons 
were done on a 
pre-test/post-
test basis 
 1.  Increase #‟s of 
local health 
promoters 
2.  Information, 
education and 
communication 
activities 
1.  Modern 
Contraception 
Knowledge and use 
2.  Birth-spacing 
approval 
3.  Change in # of 
volunteer health 
promoters 
 1.  Increase in 
contraceptive use 
from 5.2 to 18% 
 
2.  More women 
accepting of birth 
spacing benefits 
 Used pre and post-
test survey design for 
data collection 
 11 
Castro 
Mantilla MD 
and Loayza 
Antezana M 
 
2004
103 
 
Evaluation of 
Community Education 
Interventions in Sexual 
and Reproductive 
Health Services in 
Urban-Marginal Areas 
of La Paz, Bolivia 
Poor urban 
and 
marginalized 
rural areas 
around La Paz, 
Bolivia 
2 Health 
Clinics in two 
poor areas near 
La Paz 
2 Health 
Clinics in two 
poor areas 
near La Paz 
1.  Community 
education sessions  
2.  Health center 
training 
3.  Development 
of appropriate 
education 
materials for 
distribution 
1.  Health clinic 
visits  
2.  Pap smears 
3.  Use of 
Contraception  
Improvement for 
all outcomes in 
both groups, with 
much greater 
increases in the 
intervention group  
1.  Multi-faceted 
approach targeted at 
both health system 
and at marginalized 
population, aimed at 
men, women, and 
adolescents  
2.  This area is more 
urban and has more 
established resources  
14 
Phillips JF, et 
al. 
1982
109 
 
The Demographic 
Impact of the Family 
Planning—Health 
Services Project 
Matlab, 
Bangladesh 
Geographically 
and culturally 
isolated rural 
inhabitants of 
river delta 
area—70 
villages 
79 villages in 
area 
1.  Intensive 
training of local 
female village 
workers 
2.  Extensive 
supervision by 
government agent 
1.  Contraception 
use 
2.  Fertility Rates 
Increase 
contraception 
from 10 to 34%.  
Decrease in 
fertility rates. 
More contraception 
choices led to higher 
coverage rates 
15 
Shrestha S 
2002 
106 
 
Increasing 
contraceptive 
acceptance through 
empowerment of 
female community 
health volunteers in 
rural Nepal 
Kakani 
Village, 
Central Rural 
Nepal 
17 Female 
Community 
Health 
Volunteers  
(Health 
promoters) 
None  An empowerment 
training for health 
promoters using 
participatory 
action research 
and reinforcement 
mechanisms  
Contraception 
knowledge and use 
pre-and post-
intervention in 241 
Currently Married 
Women of 
Reproductive Age 
Knowledge 
increased from 70 
to 99% 
 
Use increased 
from 0 to 54%  
Only selected 
women who were 
previous non-users 
of contraception 
 9 
Overall Quality Scores:  0-4 = Terrible , 5-9 = Poor , 10-14 = Fair, 15-18 = Good 
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Table Six—Quality Ratings for Studies Used in this Systematic Review 
 
Study Authors, 
Year 
Source population 
Adequately 
Described? 
Study Population 
representative of 
source population? 
Adequate Use of 
Appropriate 
Control 
Population? 
Adequate 
description of 
Family Planning 
Intervention? 
Pre and post 
intervention data 
collection 
identified? 
Appropriate 
analysis and 
presentation of 
results? 
Overall Quality 
Score 
(0-18) 
Benalcazar R, et al. 
1989
105 
 
2 2 1 1 1 1 8 
 Betrand J, et al. 
1999
92 
 
 2 1 0 2 2 2 11 
 Castro and Loayza 
2004
103 
 
 3 2   3  3 2   1 14  
Phillips JF, et al. 
1982
109 
 
3 2 2 2 3 3 15 
 Shrestha S 
2002
106 
 
1 1 0  3 2  2  9 
Scores:  0 = Poor, 1 = Fair, 2 = Good, 3 = Excellent 
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Implications of the Systematic Review of the Literature 
The lack of quality literature highlights the need for well-designed, research based 
evaluations.  Even though the review of the literature identified only one relevant study which 
provided an evaluation of excellent quality, all five articles cited did provide insight into possible 
characteristics which lead to a successful family planning program.  Moreover, the review of the 
literature proved to be fruitful in that it provided a base of understanding the history, policy, and 
efforts in the field of family planning.  The fact that there are almost no quality evaluations of 
relevant family planning programs in the published literature is an indication of the utility of our 
proposed research project in evaluating the interventions which took place in Puca Chicta. 
----------------------------------------------------------------------------------------------------------- 
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The Manuscript for a Study of the Long Term Effects of a Multi-Faceted 
Family Planning Intervention in an Indigenous Village in Rural Ecuador 
 
The following sections include the proposed manuscript for the research study designed 
to evaluate the real, long-term effects of the family planning intervention instituted from 2001 
through 2004 in the village of Puca Chicta, Ecuador.  Upon completion of data collection, this 
manuscript will be submitted for publication in a peer-reviewed journal. 
 
Introduction Section of the Manuscript  
According to the World Health Organization, family planning refers to the ability of 
couples and individuals to anticipate and attain their desired number of children with the desired 
spacing of their births.
110 
  Despite important advancements in both the development of safe and 
more effective contraceptive methods
111 
 and the implementation of widespread national family 
planning initiatives in the last half-century, much work remains to be done, especially in the 
developing world.
112 
  While most developed nations have fertility rates at or below the 
replacement level of 2.1 births per woman, developing countries experience average rates of 
almost four children per woman.
7 
  Whereas in the 1970‟s, fertility was uniformly high across 
most countries,
2 
 today the fertility rates in developing nations vary widely.
34, 94, 113, 114 
  Even 
within a single nation huge differences in fertility rates exist.
31, 115 
  Indigenous populations tend 
to have higher fertility rates than other segments of society.
84, 104 
   Interventions targeting hard-
to-reach, high-fertility populations
116 
 have the potential to address huge unmet needs for family 
planning.
12, 89 
 
Surprisingly, little published literature exists reporting formal evaluations of family 
planning programs targeting either indigenous or other marginalized populations.
108 
  Indigenous 
communities have long suffered
90 
 being underserved from a health care perspective and have 
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proved difficult to reach for family planning services.
117 84 
   However, recent studies seem to 
indicate that there is a significant desire on the part of women in the developing world,
38 
 
including indigenous populations, to reduce the number of children per family.
22, 36 
   
Ecuador is a key target for family planning interventions because it has one of the highest 
fertility rates in Latin America, a large indigenous population,
90 
 and the highest population 
density
*
 in South America.
14 
  According to a national reproductive health survey of 2004, 
ENDOMAIN, the average fertility rate in Ecuador was 3.27 live births per woman during her 
reproductive life; however, in the geographically isolated eastern Amazon forest,
11
 the average 
rises to over 4.2, with reports of fertility rates exceeding 8.0 children per woman of indigenous 
origin.
19 
  The ENDOMAIN study also reported that women in the Amazonian region, including 
indigenous women, desire to have only three to four children, indicating an urgent unmet need 
for family planning services.   
In 2001, the indigenous village of Puca Chicta, located in the Amazon region of eastern 
Ecuador, solicited the Peace Corps to provide sexual education and implement programs in 
family planning, citing a desire to reduce fertility rates and the infant mortality rate.
99  
 Working 
with local health promoters and villagers, a Peace Corp volunteer established a multifaceted 
family planning program for couples and adolescents from 2001 to 2004.  A key element was a 
post-intervention survey
**
 which measured family planning use and other health and economic 
indicators for every family in the village.
56, 101 
  With the goal of evaluating Peace Corps‟ 
integrated method for family planning education, we performed a follow-up survey to assess the 
beliefs and attitudes about family planning, as well as use of family planning, in the Ecuadorian 
village exposed to the pilot intervention for three years compared to two nearby villages.
118 
   
                                                 
*
 Please see Table Twelve on page 81 for a description of South American population statistics 
**
 Please see Tables Thirteen and Fourteen on pages 82-85 for the original 2004 survey and results from Puca Chicta  
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Methods Section of the Manuscript   
Selection of Participating Villagers and Households 
 The study village of Puca Chicta was selected because it hosted a Peace Corps volunteer 
from 2001-2004 and received the complete integrated family planning intervention.  A second 
village called Katchi Wañushka was selected because of its relative proximity to the study 
village and because it received a partial intervention including family planning by the Peace 
Corps volunteer.  A third village called Tamia Urku was selected to serve as a control that 
received no interventions from the Peace Corps volunteer.  The two comparison villages were 
chosen because they were thought to have similar characteristics to the intervention village such 
as population, economics, language and culture, geographic area, and proximity to an established 
health clinic and the provincial capital.   
 Informed consent for participation will be sought on both the village and household 
levels.  Following consultation with village leadership, the proposed research study will be 
described to a community assembly by trained lay health promoters who are local residents.  If 
permission is given on a community level, we will offer each and every household in all three 
villages the opportunity to participate in the study, with the clear understanding that participation 
is completely voluntary.  This research protocol and study will be approved by the Institutional 
Review Board at the University of North Carolina at Chapel Hill as well as the United States 
Peace Corps. 
 
Data Collection 
 All data will be collected by two indigenous field workers.  Both field workers are 
bilingual in Spanish and Quichua, and have undergone extensive training as lay health 
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promoters.  Both health workers will complete a research ethics training module as prescribed 
and approved by the Institutional Review Board of the University of North Carolina before 
initiating field work.  The survey, described below and included in the Appendix, will be 
administered in a face-to-face interview technique, with the field worker reading the questions to 
the participants and recording their answers.
**
  Field workers will have the prerogative to 
interpret for participants who only speak Quichua.  Also, the field workers will have access to 
definitions and standard answers to clarify participant questions as they arise.  The principal 
investigator will not assist in administering the survey, but will be available on a daily basis to 
trouble-shoot problems in the field.  The data collected by two trained field workers will later be 
abstracted into Microsoft Excel.   
 
Analysis 
 The primary outcome of interest is the utilization rate of family planning methods in each 
village.  In addition, other potential determinants of family planning use will also be measured.  
Other analyses will include a comparison of other health and economic indications, attitudes 
towards family planning, and villager desires for future family planning interventors.  A 
descriptive analysis of responses to the questions will be performed.  Comparisons will be made 
between the three villages.  A multi-variable analysis will be used to identify factors 
independently associated with family planning utilization.   
Results Section of the Manuscript 
 Based on the prior work done in this sector in 2004, we anticipate the three villages 
included in this study will have very similar demographic characteristics.  The results based on 
                                                 
**
 Please see the Third Appendix beginning on Page 55 for a full description of the creation of the survey tool, the 
surveys in English, and a justification of their design 
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responses to individual questions from the survey will be reported as a percentage and/or mean 
for all descriptive characteristics, along with p-values where appropriate.   
 Although purely speculative, we anticipate the intervention village of Puca Chicta will 
have a higher rate of utilization of family planning methods than either of the two control 
villages.  We further anticipate that Katchi Wañushka, which received a partial intervention, will 
have a higher rate of utilization of family planning than the village which did not receive any 
intervention.   
 
Table Seven—Longitudinal Comparison of Demographics and Family 
Planning Utilization in Puca Chicta in 2004 and 2008 
Demographic Information 2004 2008 
Total Village Population 
Female 
Male 
308 To be determined 
 Number of households 49 To be determined 
Mean age of population  To be determined To be determined 
Number of minors (0-17 years of age)  
Average per household 
205 
4.2 
To be determined 
Widows in village 8 To be determined 
Number of live births who later died  32 To be determined 
Number of families using Family 
Planning methods 
                 Rhythm 
                 Natural Medicines 
                 Pill 
9 (18.4%) 
 
7 
1 
1 
To be determined 
Water Purified Before Consumption 
Always 
Sometimes 
Never 
 
0 
28 
21 
To be determined 
Source 2004 Census, US Peace 
Corps 
2008 Census—anticipated 
completion—June 2008 
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Table Eight—Contemporary Comparison of Demographics and Family Planning 
Utilization Between Puca Chicta and Two Control Villages—2008 
Variable Puca Chicta Katchi Wañushka Tamia Urku 
Total Village Population 
Female 
Male 
   
Number of households    
Mean age of population    
Number of minors (0-17 
years of age)  
Average per household 
   
Widows in village    
Number of live births who 
later died 
   
Number of families using 
Family Planning methods 
                 Rhythm 
                 Natural Medicines 
                 Pill 
   
Water Purified Before 
Consumption 
                 Always 
                 Sometimes 
                 Never 
   
Single Mothers    
Education Level Completed 
                 Men 
                 Women 
   
Age at first marriage/union 
                 Men 
                 Women 
   
Intervention Received Full Mean Deal Education Only Nothing 
Distance to Nearest Health 
Clinic 
50 Minutes by road 
and walking 
55 Minutes by Road 
and walking 
75 minutes by Road 
and walking 
Village Access Road, footpath and 
river 
Road, footpath and 
River 
Road and foot path 
Access to Family Planning 
Services 
   
Schools within village Elementary and 
Distance high school 
Elementary Elementary 
Church in Village Yes Yes Yes 
Community Center Yes Yes Yes 
Day Care Center Yes Yes ?? 
Peace Corps Volunteer  2001-2004 Never Never 
Source—Anticipated Survey Completed June 2008 
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Discussion Section of the Manuscript: 
The intervention evaluated in this paper included many of the individual characteristics of 
a successful family planning program described in the literature plus several activities outside the 
traditional role of family planning programs, including educational initiatives, youth leadership 
projects, women‟s empowerment, and economic development.  We incorporated training of and 
collaboration with indigenous lay health workers,
119 
 village leaders and health providers in our 
intervention.  The interventions had full community participation,
120 
 responded to village needs, 
and involved all aspects of the populace, including men, women, and youth.
121 
  We provided a 
wide range of educational services, access to contraceptives, and personal attention.  Also, the 
intervention openly addressed many of the barriers which hinder work with the indigenous, 
namely language, health service discrimination and poor quality,
122 
 traditional beliefs, and male 
opposition.  This intervention provided sustained information, education, trained personnel, and 
varied methods of communication,
123 
 which have been described as necessary for a program to 
have a positive impact.
124 
  In a setting which had no previous experience with organized family 
planning interventions, we hope to show that a multi-factorial approach to family planning could 
produce a change in use of contraceptives and family planning.   
We anticipate the results of our research surveys will demonstrate the intervention village 
of Puca Chicta has a higher rate of family planning utilization than either the partial intervention 
village or the control village receiving no family planning interventions.  However, it is entirely 
possible the results will show that the multi-factorial interventions had either no effect or a 
negative effect on the use of family planning methods.  The family planning activities in Puca 
Chicta incorporated many of the individual elements previously described in the literature as 
important to be successful in addressing family planning needs.  This study represents a pilot 
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intervention in a population who had never before experienced an organized family planning 
program.  It was designed to be as inclusive as possible in its approach and relied heavily on 
community participation during all stages of its planning and implementation.   
There is little published literature evaluating family planning programs which target 
indigenous populations, which was especially surprising considering the tremendous efforts, 
numerous programs, and large sums of money and resources dedicated to family planning 
throughout the world.
76 
  We did find numerous reports and literature suggesting various 
strategies, programs, and factors which influenced the utilization of family planning.  However, 
true experimental research designs evaluating programs guided by scientific theory are scarce.  
There are few evaluations of multi-factorial approaches to family planning, and nothing 
comparable to the intervention studied in this article.   
 Phillips et al (1999) reviewed family planning programs throughout Africa and found 
that the implementation of community-based distribution of contraceptives, in addition to 
traditional methods and clinic-based services, led to an increase in contraceptive use in many 
areas.
125 
  Several studies, including Shrethsa in Nepal,
106 
 showed that properly trained 
volunteers providing quality service
78 
 can increase knowledge and use of contraception.
115, 119, 
126 
  Numerous studies illustrated that a wide array of choices in contraception method increases 
use.
127, 127 
  Also, several studies showed that interventions aimed at youth can have positive 
effects on this population which is often neglected in family planning discussions.
102, 104, 128, 129 
  
A program using intensively-trained female health volunteers in rural Bangladesh found that 
repeated home visits had a dramatic increase in the use of contraceptives and a subsequent 
decrease in fertility rates,
109 
 which was especially noteworthy as this was a conservative 
population that had previously been considered not receptive to family planning messages.  A 
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project in poor neighborhoods of La Paz, Bolivia using a restricted multi-factorial approach with 
a combination of health education classes, health center trainings, and distribution of educational 
materials measured an increase in health clinic visits and contraception use.
103 
  In their work 
with indigenous peoples in Guatemala, Betrand showed that the use of indigenous volunteers 
improved acceptance of birth-spacing messages.
92 
  Further, Benalcazar in Ecuador stated that 
using men as promoters was effective at reducing male opposition to family planning use in the 
indigenous population.
105 
  
Though the interventions noted above showed promising results in improving various 
indicators of family planning use, most of them lacked rigorous, scientific evaluations.
108, 118 
  
Even more, there were few reports on programs that were unsuccessful, possibly representing a 
bias in the literature not to report negative findings.  Only one study done in Bangladesh reported 
a negative result—that the number of contacts with a health worker had no statistical effect on 
the number of children desired by rural women.
39 
  Even if our study in Puca Chicta shows a 
negative result, it is important to report the outcomes as a teaching point for future family 
planning interventions.   
 
Considerations 
Due to the multi-factorial nature of the intervention and its complexity, it is difficult to 
identify which specific elements of the intervention possibly caused changes in the rate of family 
planning utilization.  It is entirely conceivable that other factors such as increased education of 
women or the socioeconomic development resulting from the initiation of the Community Bank 
and micro-loan system were responsible for changes in reproductive desires, while the 
interventions by the Peace Corps volunteer directed towards family planning may have 
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negligible effect.  However, in this study, we evaluate the entire range of the multi-factorial 
intervention as a whole and do not consider it to be important or even possible to tease out which 
specific element caused changes.   
There are several limitations to the study.  First, the intervention was not originally 
designed to be a research study.  Subsequently, there are no baseline data for comparison 
between the three study villages.  Further, the fact the volunteer, who also authors this paper, was 
an integrated member of the community has both positive and negative ramifications.  It is good 
in that trust was established which facilitated intervention activities, but this closeness might also 
create a bias on the part of the respondents from the intervention village who might give socially 
desirable answers so as not to hurt the volunteer‟s feelings, resulting in bias away from the null.  
We sought to minimize this possible bias by having the surveys administered by indigenous lay 
health workers three years after the volunteer had left the area.  Lastly, the determinants of 
family planning use are extremely complex and hard to assess in a short survey, so it is possible 
that other factors not measured also have influenced the rate of family planning use.  We tried to 
account for the effects of confounders with thorough exploration and questioning of all known 
possible determinants.   
 
Public Health Implications 
Even after consideration of possible limitations, we believe that the presence of a Peace 
Corps volunteer and the multi-faceted interventions that were undertaken have had a significant 
effect on the use of family planning methods, and that a thorough evaluation of long term effects 
is important.  The effect of the multi-faceted intervention is especially relevant in that the study 
examined a hard-to-reach population which a traditionally high fertility rate, and possibly 
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demonstrates they were receptive to and desiring family planning.  Given the huge effort around 
the globe in the field of reproductive health, population control and family planning, this study 
has many implications for the design and implementation of family planning programs by both 
government and non-governmental organizations.  This study is important whether or not this 
study shows the intervention had long term effects, as it will help guide future efforts in the field 
of family planning.   
The Peace Corps alone fields over 8,000 volunteers each year in a variety of endeavors.  
Many of the volunteers are engaged in work focusing on family planning as well as HIV 
education and prevention.  This study can help define the efficacy of Peace Corps practices in 
these fields and could promote improvements in service delivery.   The entire concept of 
experimental design and measurement of program impacts can be a lesson not only within the 
field of family planning, but also in other fields of development work, and can be applied to 
other government agencies and non-governmental organizations.   
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The First Appendix--United States Peace Corps 
Over the 47 years of its existence, the mission of the Peace Corps has not changed: to 
help people of interested countries in meeting their need for trained men and women, to help 
promote better understanding of Americans on the part of the peoples served, and to promote a 
better understanding of other peoples on the part of Americans.  Since the Peace Corps was first 
established on March 1
st
, 1961 by an executive order signed by President John F. Kennedy, more 
than 190,000 volunteers have served in 193 countries around the globe.  Currently, 74 countries 
have over 8,000 volunteers working in the fields of education, health and HIV, business, 
environmental protection, youth services, and agricultural and animal husbandry.   
On all levels, the Peace Corps functions only with the active collaboration of all 
participating parties.  The people who serve in the Peace Corps are citizens of the United States 
who freely volunteer to serve for 27 months in a developing nation.  The Peace Corps serves 
only by invitation of the host country.  On the local level, participating communities within the 
developing country initiate the request to host a volunteer to serve their people.  The 
communities define a stated set of goals and reasons for why they would like to work with a 
volunteer and what activities they would like the volunteer to do.   Following a needs assessment 
of the willing communities, volunteers are assigned to serve two years in a location where the 
skills and attributes of each volunteer can best address the stated needs of the community.  
Volunteers and community members are expected to collaborate and work together on projects 
requested by and benefiting the people of the community.  Volunteers are strictly prohibited 
from participating in political activities.
130, 131 
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The Second Appendix—Full Description of the Family Planning Interventions 
in Puca Chicta, Ecuador from 2001-200493, 101  
 
1.  Community Workshops— 
In conjunction with a non-governmental organization based in California, Global 
Pediatric Alliance (GPA), the village and the Peace Corps held four multi-day workshops for the 
villagers of both Katchi Wañushka and Puca Chicta.  The workshops were help approximately 
every four months, and lasted 2-3 days each.  The number of participants varied between 40-65 
for each workshop.  Workshops were presented by Peace Corps Volunteers, one licensed 
Ecuadorian MD/MPH from Quito, and an indigenous interpreter bilingual in Spanish and 
Quichua, along with local indigenous lay health promoters.  Both GPA and local villagers 
contributed to the meals enjoyed by participants.   
 The workshops addressed a wide range of topics which pertained to family planning, 
contraception, personal health and hygiene, and community health. 
 
 Family Planning Topics addressed were: 
 Anatomy 
 Sexual and reproductive health 
 Contraceptive methods 
 Pregnancy spacing 
 Maternal and infant health 
 Available nearby family planning and educational resources 
 
Other Topics Addressed included: 
 Community planning 
 Community health and education 
 Nutrition 
 Economic development and community small loans banking 
 Water systems 
 Personal health 
 Domestic violence 
 Interpersonal communication 
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In addition, village health promoters and community leaders received daily 
supplementary lessons on basic medical training, first aid and treatment of minor illnesses, when 
and how to refer serious medical cases, use of natural medicines, public health training, family 
planning counseling and community advocacy skills.  Using community and GPA resources, a 
village dispensary with basic supplies was also established, with training of village health 
promoters given by the Ecuadorian physician.  Participants also received 2-3 condoms supplied 
by the Peace Corps. 
 Each topic was addressed as a small module which lasted one to four hours, using 
participatory teaching methodology designed to be fun and interactive.  Lessons were given in 
Spanish with Quichua interpretation as needed.  The principal investigator and other Peace Corps 
volunteers were responsible for the presentation content for most topics, with supplementation 
from the Ecuadorian physician and indigenous health promoters.  Many presentations were 
adapted from Peace Corps Ecuador resources and teaching guides available in the Volunteer 
Library in the country headquarters located in the capital of Quito.  The major source of 
information was taken from a workbook entitled ¿Cómo Planear Mi Vida? (How To Plan My 
Life?), which was designed specifically by Peace Corps Volunteers based on their experiences 
teaching reproductive health in Ecuador.   
2. School based classes— 
The Peace Corps volunteer, upon request and with participation of school teachers, taught 
age appropriate sexual education classes in both the elementary and secondary schools.  All 
classes utilized interactive lessons and many artistic themes.   
Topics included: 
 Basic anatomy 
 Self-esteem 
 Body image 
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 Planning for the future 
 Relationships and communication 
 Sexuality 
 Physiology 
 Sexually transmitted infections including HIV/AIDS 
 Contraception methods including abstinence 
 Pregnancy 
 Parenthood 
 
In most cases, the regular school teacher and townspeople collaborated and participated in the 
lessons.  The topic was requested beforehand by teachers and parents of the schoolchildren.  The 
lessons culminated with the painting on the classroom wall of a large mural depicting basic 
human anatomy. 
3.  Individual counseling sessions-- 
 The Peace Corps Volunteer announced the availability of individual counseling sessions 
for community members.  More than a third of the village couples, as well as several single 
adolescents, solicited advice and counseling.  In addition, free condoms were made available to 
interested couples.   
4.  Community Education Sessions-- 
 The Peace Corps Volunteer, with the assistance of other Peace Corps volunteers, local 
health promoters, and Ecuadorian health educators from governmental and private agencies, 
conducted a total of ten educational sessions in Puca Chicta.  The sessions lasted 3-4 hours each 
and were given around lunch time.  The number of participants varied between 10-60 people, 
with some villagers from Katchi Wañushka attending the sessions.  The majority of the 
participants in these sessions were women.   
 Topics addressed included: 
 Sexual and reproductive health 
 Sexual and reproductive rights 
 Contraceptive methods 
 Domestic violence 
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 Communication 
 Child and maternal nutrition 
 Early children‟s education 
 
All sessions were taught in a participatory manner, designed to be engaging, fun and non-
formal.  The participants and directors collaborated in providing lunch and refreshments, which 
seemed to be an attraction.  The one session that did not provide food was the most poorly 
attended class.   
5.  Community dispensary-- 
 With the assistance of the Peace Corps volunteer, a community dispensary was created by 
the village and would be operated by the two village health promoters. The Peace Corps 
volunteer donated hundreds of condoms as well as other basic medications and first aid supplies, 
along with educational material to be distributed as requested to villagers.   Items from the 
dispensary were to be sold to villagers and the funds used to purchase replacement supplies as 
needed.   
6.  Teacher Workshop in Sexual Education-- 
 The Peace Corps Volunteer designed, organized, obtained funding, and executed four, 
five-day workshops for 100 teachers in the province of Napo.  One high school teacher from 
Puca Chicta attended the workshop.  Teachers received thirty hours of continuing education 
credit.  In addition, each teacher was provided with a didactic workbook and other education 
material for their personal use in class.  Teachers were trained in the use of interactive, non-
formal education techniques and sexual education, based on the Peace Corps in Ecuador manual, 
¿Cómo Planear Mi Vida?  
Topics included: 
 Basic anatomy 
 Self-esteem 
 Body image 
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 Planning for the future 
 Relationships 
 Sexuality 
 Physiology 
 Sexually transmitted infections including HIV/AIDS 
 Contraception methods including abstinence 
 Pregnancy 
 Parenthood 
 Strategies for addressing needs specific to the youth population 
 
7.  Health promoter training 
 The health promoters in the community received numerous trainings in family planning 
topics from several sources.  First, one trainer was invited to a week-long Peace Corps workshop 
on Family Planning Education.  Second, the health promoters received numerous individual 
counseling sessions as well as informal conversations with the Peace Corps volunteer in the 
community.  Lastly, the health promoters receive ongoing bi-monthly lessons from an 
Ecuadorian physician and public health promoter.   
8.  Village level health survey-- 
 This village-guided project evolved over the course of one year in response to community 
requests.  Six months were spent in fundraising and planning.  The key element was an 
investigator-developed, post-intervention survey which measured family planning use and other 
health and economic indicators for every family in the village.
*
  Following the survey, each 
family received individual family planning counseling from the two village health promoters 
who administered the surveys.  The project culminated with a half-day festival with games, skits, 
lunch, and health presentations.  In addition, each family received a water tank, a mosquito net, 
condoms, a toy for the children, educational supplies, and a packet of information on family 
planning and other health issues.   
                                                 
*
 Please see the Original Survey and results in Tables Thirteen and Fourteen on Pages 82-85 
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The Third Appendix—The Surveys to be used in this Research Study 
 
Creation of the Survey Instrument 
The basis for the proposed survey to be administered in three villages in rural Ecuador 
was the original post-intervention survey in 2004 that measured family planning use and other 
health and economic indicators for every family in the village that received the intervention.  
Questions were then modified, deleted, or added following investigation into previously existing 
and well-tested questionnaires used by World Health Organization, The Demographic and Health 
Surveys and the reproductive health survey ENDOMAIN of Ecuador.
17, 111, 132 
  Questions were 
translated from English into Spanish by the Peace Corps Volunteer, and subsequently back-
translated from Spanish into English by a bilingual Ecuadorian national living in the United 
States.  Translations will be independently verified for accuracy by trained personnel at the 
Department of Translation at The University of North Carolina at Chapel Hill Hospitals who 
have been certified in translation methods.   
 The survey will be reviewed and evaluated for cultural and linguistic accuracy by two 
groups.  The first will involve five individuals in the United States consisting of two bilingual 
Americans, one bilingual Ecuadorian lawyer living in this country, and two Hispanics who only 
speak Spanish.  Following their revisions and suggestions, the modified survey will be critiqued 
again in Ecuador by a group of six individuals:  one Peace Corps administrator, one current 
Peace Corps volunteer, one Ecuadorian MD/MPH, another Ecuadorian public health worker, two 
indigenous health promoters (bilingual in Spanish and Quichua), and one indigenous villager.  
The final group will concentrate on insuring cultural sensitivity and terminology comprehension 
and clarity for local villagers.   
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Verbal Consent Form to be Read by Indigenous Lay Health Promoters to Each Family Household 
 
We would like to thank-you very much for participating in this survey about health and family planning.  
Please remember that your participation in this study is completely voluntary.  This means you have no 
obligation to participate or complete this family survey.  You do not have to do the survey if you do not 
wish.  You may stop answering the questions at any time, without penalty.  You may also decide to skip 
any question you do not want to answer and continue with the rest of the questions. 
 
This study is designed to gain information about people‟s attitudes and behaviors in regards to health and 
family planning.   We also want to investigate what needs the community has and what services the 
people want.  This survey is being given in three of the upper Napo River area.  You are being asked to 
participate because you live in one of the villages selected.  Your village council gave us permission to 
administer this survey.   
 
We would prefer honest answers.  We will not include your name on the survey.  All information 
collected today will be anonymous and kept confidential.  We will not tell anyone about the answers you 
give.   
 
How many people are going to take part in the study?  You will be one of about 150 families in the three 
or four villages. 
 
How long will the study last?  The survey will take about thirty minutes to complete.  You may chose to 
stop at any time. 
 
What are the possible benefits from being in this study?  Research is designed to benefit the entire society 
by gaining new knowledge.  Your participation will help us better understand the health and family 
planning needs in the communities of this sector.   
 
A report of the findings from this study will be given to each village to help better plan health services in 
the community.   
 
Are there any risks or danger in participating in this study?  There are no physical risks, but you might be 
uncomfortable with certain questions.   
 
Will you receive anything for completing the survey?  Yes, every family that participates in the study will 
receive one mosquito net impregnated with insecticide, to be delivered to the village at a later date. 
 
Do you have any questions? 
 
Do you agree to participate in this study by answering the thirty minute survey? 
 
 
Thank-you very much for your participation.  If you are ready, we will begin 
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Today‟s Date: ___________ Name of village: __________________  Survey #: ____ 
 
Name of Surveyor: _________________ 
 
 
 
 
 
 
 
Now, we would like to begin by asking about the water you use to drink and for washing: 
1a What is the main source of water for your 
household? 
 
 
 
 
 
 
 
1b Where do you have to go to get your water?  Water is available inside the house 
 
 
than thirty minute walk 
walk 
se not to answer 
1c What do you do to purify or clean your water? Please check all that apply: 
 
 
 
 
 
 
1d How often do you purify or boil your water 
for consumption? 
 
 
 
 
 
 
 
 
 
 
 
 
Please remember to answer all questions as honestly and truthfully as possible.  Remember that you may 
skip any question you do not want to answer.   
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Now, we are going to ask you about characteristics of your house: 
2a. What is the main material for the walls of 
your house? 
 
 
 
 
 
 
 
2b What is the main material for the roof of your 
house? 
 
 
 
 
 
2c What is the main material for the floor of your 
house? 
 
amboo 
 
 
 
 
2d How many rooms are in your house? Please write number of rooms__________ 
 
2e Do you have a separate room which is used 
only as a kitchen? 
 separate room 
 
 
2f What kind of fuel does your family use for 
cooking? 
Please check all that apply: 
 
 
 
 
 
2g What kind of toilet facilities does your family 
have? 
 
 
 
 
 
 
 
2h Does your house have electricity?  
        
2i Are there trashcans inside the house?  
 
2j What do you do with household trash?  
 
 
 trash 
 
 
2k Is there much trash around the house?  
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Now we are going to ask about the people who live in the household: 
 
3a How many people are currently living in the 
house? 
Please write in the number of people living in the 
house________________ 
 
3b What is the civil status of the head(s) of the 
household? 
 
 
 
 
 
 
3c Do you have elderly parents of the head(s) of 
household living in the house? 
 
 
 
3d Do you have biological children who are 
currently living in the house? 
 
 
 
3e Do you have any grandchildren of the head(s) 
of household living in the house?  i.e. children 
of your children? 
 
 
 
3f Do you have any great-grandchildren living in 
the house? 
 
_____ 
 
3g Do you have relatives of the head(s) of the 
household living in the house?  i.e. cousins, 
siblings, aunts, uncles 
 
 
 
 
 
3h Do you have adopted children or children of 
other relatives living with you in the house? 
 
 
 
3i Are there any non-related people currently 
living in the house? 
 
 
 
 
 
 
 
 
 
Please remember to answer the questions honestly and truthfully.  Your answers are anonymous.   
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Now we want to ask about the females who currently live in the house.  For each female, beginning with the oldest woman, please answer the following questions 
honestly.  Please include all females, including children and infants. When we ask about children, this means babies that you have given birth to, not to adopted or 
other children which you are raising.  If there are more than six females in the house, please use additional sheets. 
Number 
of 
woman 
in order 
Relation to the 
headwoman of 
the household  
 
(see codes 
below) 
Age in 
years 
 
(or months 
for infants) 
Month and 
year of birth 
Highest 
education 
level 
completed  
 
(see codes 
below) 
Is the 
woman 
currently 
pregnant? 
At what age 
did the 
woman first 
marry or 
enter into 
civil union? 
How many 
live births 
has the 
woman had 
in her entire 
lifetime? 
 
How many 
of her 
children 
currently 
live with 
her? 
How many 
of her 
children are 
living but 
do not 
currently 
live with 
the woman? 
How many 
children has 
she had that 
were born 
alive but 
later died? 
1.  
_____ 
 
_____ 
M___Y___  
_____  
 
 Age____ 
 
 
 
_____ 
S___ 
D___ 
S___ 
D___ 
S___ 
D___ 
2.  
_____ 
 
_____ 
M___Y___  
_____  
 
Age____ 
 
 
 
_____ 
S___ 
D___ 
S___ 
D___ 
S___ 
D___ 
3.  
_____ 
 
_____ 
M___Y___  
_____  
 
Age____ 
 
 
 
_____ 
S___ 
D___ 
S___ 
D___ 
S___ 
D___ 
4.  
_____ 
 
_____ 
M___Y___  
_____  
 
Age____ 
 
 
 
_____ 
S___ 
D___ 
S___ 
D___ 
S___ 
D___ 
5.  
_____ 
 
_____ 
M___Y___  
_____  
 
Age____ 
 
 
 
_____ 
S___ 
D___ 
S___ 
D___ 
S___ 
D___ 
6.  
_____ 
 
_____ 
M___Y___  
_____  
 
Age____ 
 
 
 
_____ 
S___ 
D___ 
S___ 
D___ 
S___ 
D___ 
1. Same 
2. Mother 
3. Grandmother 
4. Daughter 
5. Granddaughter 
6. Sister 
7. Other relative 
8. Not related 
 M = Month 
Y = Year 
0 = no formal schooling 
1-12 = Year in school 
completed 
13 = Attended university 
14 = Completed university 
15 = Attended 
technical/trade collage 
 
 
 
99 = Chose not to answer 
Note:  The 
age of union 
with the 
woman‟s 
first husband 
or boyfriend 
If zero live 
births, 
please skip 
to next 
female in 
house 
S= Sons 
D=Daughters 
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Now we are going to ask about all the males who currently live in the house.    For each male, beginning with the oldest man, answer the following 
questions honestly.  Please include all males, including children and infants.  When we ask about children, this means babies that you have had, not 
to adopted or other children which you are raising.  If there are more than six males in the house, please use additional sheets to describe each and 
every male.    If no men live in the house, please skip to the next section.   
Number of 
male in 
order 
Relation to the 
head of the 
household  
 
(see codes below) 
Age in years  
 
(or months for infants) 
Month and year 
of birth 
Highest educational grade 
completed (see codes 
below) 
At what age did 
this man first 
marry or enter 
civil union? 
How many 
children does this 
man have? 
1.  
_____ 
 
_____ 
M_____ 
Y_____ 
 
_____ 
Age____ 
 
 
S___ 
D___ 
2.  
_____ 
 
_____ 
M_____ 
Y_____ 
 
_____ 
Age____ 
 
 
S___ 
D___ 
3.  
_____ 
 
_____ 
M_____ 
Y_____ 
 
_____ 
Age____ 
 
 
S___ 
D___ 
4.  
_____ 
 
_____ 
M_____ 
Y_____ 
 
_____ 
Age____ 
 
 
S___ 
D___ 
5.  
_____ 
 
_____ 
M_____ 
Y_____ 
 
_____ 
Age____ 
 
 
S___ 
D___ 
6.  
_____ 
 
_____ 
M_____ 
Y_____ 
 
_____ 
Age____ 
 
 
S___ 
D___ 
 CODES: 
1. Same 
2. Mother 
3. Grandmother 
4. Daughter 
5. Granddaughter 
6. Sister 
7. Other relative 
8. Not related 
 M = Month 
Y = Year 
0 = no school 
1-12 = Year in school 
completed 
13 = Attended university 
14 = Completed university 
15 = Attended 
technical/trade collage 
 
99 = Chose not to answer 
 
Note:  The age of 
union with the 
man‟s first wife 
or girlfriend.   
S= Sons 
D=Daughters 
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Now we would like to discuss family planning—the various ways or methods that a couple can use to 
delay or avoid becoming pregnant.  We would like the head of the household to answer these questions.  
Please answer honestly.  Remember that your answers are private.   
4a Have you in the past used or tried some 
method to delay or avoid a pregnancy 
 
 
4b Are the parents in the household currently 
using family planning to avoid or delay a 
pregnancy? 
 Skipto question 4d 
 
4c If you are currently using family planning, 
what are you doing or what methods are you 
using to delay or prevent the women from 
becoming pregnant? 
Please check all that apply: 
m or calendar 
 
 
 
 
 
 
 
 
 
 
 
4d If you are NOT currently using family 
planning, what is the main reason for not 
using a method of contraception to delay or 
avoid a pregnancy? 
Please check all that apply: 
 
 
           
           
          nopause 
           
           
 
 
 
 
           
           
           
           
           
           
           
           
          ecreased Sexual Satisfaction 
 
 
4e Now we want to ask you about the future.  
How many children do you want to have in 
your entire life? 
 
 
 
 
  
 
______ 
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4f Would you like to have any more children?  
 
 
 
4g Would you be interested in learning about 
family planning methods? 
 
 
     If no, why not? ___________________ 
                              ___________________ 
                              ___________________ 
 
4h Do you believe it is beneficial to space your 
pregnancies? 
 
 
 
4i Would you use contraception if it were easily 
available, such as in the pharmacy or town 
store?   
 
 
 
4j Have you or your partner ever visited a health 
provider or clinic regarding family planning 
services? 
 
 
 
4k Do you or your partner discuss or plan to 
discuss family planning with your children? 
 
 
answer 
4l In your opinion, is it good or bad to teach 
adolescents about the changes which happen 
to their bodies and other similar topics? 
 
 
answer 
4m In your opinion, where should children learn 
about family planning or sexual education? 
Please check all that apply: 
 
 
 
 
 
 
 
 
 
 a nurse at the health clinic 
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Please remember that you do not have answer any questions you do not wish to answer, but if you do 
answer them, please answer honestly.  Remember that no one will find out your answers. 
Now we have some questions about health and hygiene: 
 
5a How many people in the family have their 
own toothbrush? 
 
 
wer  
5b How would you rate the condition of your 
teeth? 
 
 
 
 
 
5c How would you rate the condition of your 
children‟s teeth? 
 
 
 
 
 
5d How many adult members of the family have 
received their vaccinations? 
 
 
 
 
5e How many of the children in the family have 
received their vaccinations 
 
 
 
 
5f How often do you and your family wash your 
hands before eating? 
 
 
 
         
5g Do the children bathe every day?  
 
 
5h How many members of the family sleep under 
a mosquito net? 
 
 
hose not to answer  
5i How many members of the family sleep on a 
bed? 
 
 
  
5j Do all the children in the house have shoes?  
 
 
           
5k Where do you normally seek treatment for 
illnesses?  
Please check all that apply: 
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Now, we are going to finish with a few quick questions about economic issues: 
6a What crops do you grow? Please check all that apply: 
 
 
 
 
 
 
 
 
6b Do you have fish ponds?  
 
 
6c Do you have a family garden to grow 
vegetables, herbs or other food? 
 
 
6d How many chickens do you have? Please write the approximate number of chickens:  
 
6e Do you have any other animals?  
 
           
           
           
           
           
           
           
           
 
6f How many acres of land does the family own? Please write approximate number of acres: 
 
6g How much cash money do you make in one 
year? 
Please write in approximate amount in dollars:  
 
6h Do you have regular employment?  
 
     If yes, please specify ____________ 
 
6i Please describe all ways in which your family 
makes money 
______________________ 
______________________ 
 
6j Do you own a car?  
 
 If you have any questions or want to discuss any theme we covered today in the survey, the health 
promoters are available to help you. 
 
We would love to thank-you for you help today with this important health and family planning study.  
You will receive you mosquito net as a token of our appreciation for completing the survey in June.   
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Thank-you very much.  Ashka Pagarachu. 
 
 
Note: 
Questions for this survey were adopted from the following sources and adjusted to coincide with the 
original survey completed in Puca Chicta in September of 2004 by the local health promoters in 
coordination with the Peace Corps Volunteer. 
 
Health Survey, International Institute for Population Sciences and ORC Macro, 2002, National Family 
Health Survey, India, 1998-99: Dehli, as part of the Demographic Health Surveys (DHS).
132 
 
 
Demographic and Family Health Survey, Center of Population Studies, Ecuador, in conjunction with the 
Demographic Health Surveys, 1987.
95 
  (Translated from Spanish) 
 
Demographic and Maternal & Child Health Survey, Republic of Ecuador, Center for Population and 
Social Development Studies Ecuador in Collaboration with the Centers for Disease Control USA, 2001 
and 2004 studies.
17 
 (Translated from Spanish) 
 
Family Planning:  A Global Handbook for Providers, The World Health Organization, 2007.
111 
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Village Level Survey 
 
This survey is to be filled out by village elders with the assistance of the survey administrator, 
who is a trained health promoter.  Only one Village-level survey needs to be filled out for each 
village.  It is preferable that at least three members of the village government are present to 
complete this survey, including at least one female.  Answers should be reached by consensus 
among the village elders.  The health promoter‟s role is to record answers to the survey questions 
and to provide clarification of questions as needed. 
 
1a What is the date? Day_______     Month______     
Year______ 
 
1b What is the name of the village? Please write complete name of village: 
     _______________________________ 
 
1c In which parish is the village located? 
 
Please write complete name of the parish 
     _______________________________ 
 
1d In which county is the village located? Please write complete name of the county 
     _______________________________ 
 
1e In which province is the village 
located? 
Please write the complete name of the 
province 
     _______________________________ 
 
1f In what year was the village founded? Year _____ 
 
 
1g Approximately how many total people 
live in the village? 
Number of people ______________ 
 
 
1h Approximately how many adults over 
18 years of age live in the village? 
Number of adults ______________ 
 
 
1i Approximately how many children live 
in the village, including birth to age 17? 
Number of children ____________ 
 
 
1j Approximately how many single 
mothers live in the village? 
Number of single mothers ___________ 
 
 
1k Approximately how many women are 
currently pregnant in the village? 
Number of pregnant women___________ 
 
 
1l Approximately how many households 
are in the village? 
Number of houses____________ 
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Now we are going to ask you about structures and institutions in the village: 
2a Is there an elementary 
school located in the 
village? 
 
If there is a school, 
how many students 
and how many 
teachers are there? 
Number of students 
     ____________ 
Number of teachers 
     ____________ 
 
 
 
The nearest school is      
____________km away from 
the village. 
2b Is there a high school 
located in the village? 
 
 
Number of students 
     ____________ 
Number of teachers 
     ____________ 
 
 
The nearest high school is 
________km away from the 
village. 
 
Number of distance students 
_________ 
2c Is there any other type of 
academic building 
located in the village?  
For example, a trade 
school, carpenter shop, 
sewing, etc? 
 
      
 
If yes, please specify what type 
of academic building: 
__________________ 
__________________ 
__________________ 
2d Is there a church located 
in the village? 
 
If yes, what type of 
church is it? 
 
 
 
 
    If there is no 
church, how far away 
is the nearest church?   
Distance to nearest church 
___________km 
2e Is there a Community 
Meeting Hall located in 
the village? 
 
 
 
2f Is there a soccer field 
located in the village? 
 
 
 
2g Is there a basketball 
court located in the 
village? 
 
 
 
2h Are there any other 
buildings or areas which 
are for use of the entire 
 
 
 
     If there are, please describe 
each one: 
__________________________ 
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community?  __________________________ 
Now we would like to discuss health services in the village: 
3a How many health promoters live in 
the village? 
 
 
 
 
3b How many trained nurses live in the 
village? 
 
 
 
 
3c How many doctors live in the 
village? 
 
 
 
 
3d How many trained midwives live in 
the village? 
 
 
 
 
3e How many shamans or medicine men 
live in the village? 
 
 
 
 
3f Is there a health clinic located in the 
village? 
 
If yes, who staffs the 
health clinic? 
Please check all that 
apply: 
     
members 
      
      
     
____________ 
 
If no, distance to 
nearest health clinic 
Distance 
     ___________km 
3g How far is it to the nearest hospital? Distance in kilometers ___________km 
 
Travel Time ____hours 
_______minutes 
3h Where is the nearest pharmacy 
located? 
 
 
 
 
3i Where do most children receive their 
vaccinations? 
 Puerto Misahualli 
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Now we want to ask about how people get in and out of the village: 
 
4a How far is the village from the 
parochial capital, Puerto Misahualli? 
Distance in kilometers 
____________km 
 
Average travel time 
______hours ______minutes 
 
4b How far is the village from the 
provincial capital, Tena? 
Distance in kilometers 
____________km 
 
Average travel time 
______hours ______minutes 
 
4c Is there a road to connecting the village 
to the parochial capital? 
 
 
4d Is there bus service between the village 
and the parochial capital? 
 
 
4e Is there a regular taxi or truck service 
between the village and the parochial 
capital? 
 
 
4f How close to the Napo River is the 
village located? 
Distance in Kilometers 
____________km 
 
Average travel time 
_____hours ______minutes 
 
4g Please list, in order, how villagers travel 
to and from the community. 
Please write the 
number “1” next to 
the most common 
route.  Please write 
the number “2” next 
to the next most 
common route, etc 
etc.  If nobody uses a 
route, write a NO 
next to that answer. 
___By road in car 
___By road on foot 
___By footpath  
___By river in canoe 
___Other manner 
     Please specify, 
________ 
 
 
**The previous tables are all investigator created. 
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Now we are going to ask about other characteristics of the community: 
5a. Does the village have electricity?  
 
5b. Does the village have telephone service?  
 
5c. Does the village have a Community 
Bank or credit system? 
 
 
5d.  What major crops are grown by people 
in the village? 
Please list: 
     _________________________ 
     _________________________ 
     _________________________ 
5e.  How do the majority of people obtain 
their water? 
 
r 
 
 
 
 
 
5f.  How many cars or trucks are in the 
village? 
Please write the number  of vehicles: 
     ____________ 
Please describe for us any other information or unique feature about the community that you think we 
should be aware: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 
 
 
 
**This table is based on questions from the Demographic Health Surveys and ENDOMAIN 
(Ecuadorian Maternal and Infant Health Survey 2004) 
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Now we want to ask about access to family planning services in the community.  Family 
planning refers to the various ways or methods that a couple can use to delay or avoid becoming 
pregnant. 
 
6a. Is there any location in 
the village that couples can 
purchase or obtain 
contraception such as 
condoms? 
 
If yes, where can 
contraception be purchased? 
 
 
 
 
 
     Please specify,__________ 
 
If not, where is the nearest 
location where contraception 
can be purchased? 
 
 
 
 
     Please specify __________ 
6b. Has a Peace Corps 
Volunteer ever lived and 
served in this village? 
 
If yes, when was the 
Volunteer living in the 
village 
From ____month of ____year 
To _____month of _____year 
 
If no, would you be 
interested in requesting a 
Peace Corps Volunteer? 
 
 
-you 
6c. Is sexual education 
regularly taught in the local 
elementary school? 
 
 
 
6d. Is sexual education 
taught to high school 
students? 
 
 
 
6e. Has the village ever had 
a family planning 
presentation done by 
CEMOPLAF? 
 
If yes, please list dates of 
talks 
______________ 
______________ 
______________ 
 
If not, would you be 
interested in family planning 
talks? 
 
 
 
-you 
6f. Has the village ever had 
a family planning 
presentation done by other 
health organizations? 
 
If yes, please list dates of 
talks and who presented the 
talks 
_______________________ 
_______________________ 
_______________________ 
 
If not, would you be 
interested in family planning 
talks? 
 
 
 
-you 
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6g. Has the village ever had 
a family planning 
presentation done by 
government health 
services? 
 
If yes, please list dates of 
talks 
______________ 
______________ 
______________ 
 
If not, would you be 
interested in family planning 
talks? 
 
 
, thank-you 
6h. Please describe any and all other sources of family planning services, training or education 
that the village has had since 2001.  If there are no others, please write “none”. 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
6i. In your opinion, how do people in the 
village learn about family planning? 
Please check all that apply: 
 From parents 
 From other family members 
 From the church 
 In elementary school 
 In high school 
 From health promoters 
 From friends or other villagers 
 From a doctor 
 From a nurse at the health clinic 
 From a midwife 
 From the radio 
 From government social services 
 From somewhere else, please specify:_______ 
6j.  Of the choices from the previous 
question, which is the most common way to 
learn about family planning information or 
services? 
Please write the most common source: 
     ____________________ 
 
**The questions in this table are investigator created, loosely inspired by the Demographic 
Health Surveys. 
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Finally, we are going to ask about problems faced by the village: 
7a. In your opinion, what are the two most important problems in this village? 
1. _______________________________________________________________________    
_______________________________________________________________________ 
2. _______________________________________________________________________ 
 
7b. In your opinion, what are the two most important health problems in this village? 
1. _______________________________________________________________________    
_______________________________________________________________________ 
2. _______________________________________________________________________ 
 
7c. In your opinion, what are the two most important health problems faced by women and 
children in this village? 
1. _______________________________________________________________________    
_______________________________________________________________________ 
2. _______________________________________________________________________ 
 
7d. Do you feel that it is necessary to encourage 
couples in this village to have a small number 
of children? 
 Skip to last question 
 
 
7e. If you are asked to prepare a plan to achieve this objective, what are the two most important 
actions you would suggest? 
1. _______________________________________________________________________    
_______________________________________________________________________ 
2. _______________________________________________________________________ 
 
7f. If you are asked to prepare a health plan for this village, what are the two most important 
actions you would recommend to better the community? 
1. _______________________________________________________________________    
_______________________________________________________________________ 
2. _______________________________________________________________________ 
 
 
**This page taken verbatim from the Demographic Health Surveys 
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Justification for Questions and Format of Surveys 
Since the decision to utilize family planning, like any other decision, is affected by 
individual choice operating within society constructs, we decided to administer two surveys in 
this research study.  The first survey developed will measure community level factors proposed 
in the literature to influence reproductive choices.  The second survey will be administered to 
each household, and will have questions to address many of the factors described elsewhere in 
this paper.
*
  The surveys are extensive in length, and it is hoped that the data collected will allow 
for a complete and accurate picture of the multitude of factors that might influence family 
planning use.  A complete analysis of both surveys will be provided to all three villages 
participating in the study for their use. 
It should be noted that the basis for the surveys developed for this research study was the 
original health and family planning survey conducted in 2004 in the intervention village of Puca 
Chicta.  That survey was developed by the Peace Corps volunteer, the two local health 
promoters, and the village leadership to be a brief information gathering tool on the community.  
For the surveys developed in this study, many of the questions reflect what was asked in 2004.  
As the focus of this study is the effect of family planning interventions on the utilization of 
family planning, questions were added to the surveys to address the determinants thought to be 
associated with use of family planning.  Some of the questions were investigator-developed, 
while others were taken verbatim from existing questionnaires used by the World Health 
Organization, The Demographic Health Surveys, the Ecuadorian Demographic and Maternal & 
Child Health Surveys.  As much as possible, the original wording of the questions was 
maintained. However, in certain cases, wording was modified to adjust to the specific survey 
needs.  Moreover, following an extensive review and critique process, described above,  
                                                 
*
 Please see section on the Determinants of Family Planning on pages 15-19  
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adjustments in questions asked and wording were made to insure cultural sensitivity and 
linguistic accuracy for the local indigenous population being surveyed. 
The village level survey was divided into seven sections.  The first section assessed basic 
demographic information.  Section Two assessed village institutions such as educational 
facilities, church and other community infrastructure.  Inquiries into the presence of common 
areas such as soccer fields and basketball courts were included because each represents common 
activities and places of meeting for village men and women, respectfully.  The third and fourth 
sections assess the access each village has to health services as well as to larger cities where 
more sophisticated health services are available.  Section Five addresses community 
characteristics. The sixth section deals specifically with the availability in the community to 
contraception.  It also inquires about family planning and sexual education in the village.  The 
final section consists of several open ended questions which allows the community to explore its 
needs and plans for the future. 
The family level survey is more extensive in length and is divided into eight section.  The 
first three section all deal exclusively with basic demographic information and health questions 
that were addressed in the original 2004 questionnaire.  Two sections are included that ask for 
personal information on each member of the household.  Pertinent questions which could be 
associated with family planning use include the education level of each person, current 
pregnancy, age of marriage, and number of living and dead children.  Section Four investigates 
knowledge, attitudes and practices of family planning.  Section Six returns to health indicators 
important to the health promoters in 2004.  The final section investigates economic indicators 
and is included as a follow-up to the 2004 survey.  As economic status has been proposed to 
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influence family planning use, data from this table will also be included in the final analysis of 
this research project.   
The current surveys attempt to investigate many of the factors thought to be associated 
with family planning.  These will be included in the multivariable analysis of the data.  However, 
the surveys are not able and do not attempt to address all possible factors. 
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Additional Tables 
 
 
 
 
Table Nine--United Nations Millennium Goals133  
Goal 1: Eradicate Extreme Hunger and Poverty 
Goal 2:  Achieve Universal Primary Education 
Goal 3:  Promote Gender Equality and Empower Women 
Goal 4:  Reduce Child Mortality 
Goal 5:  Improve Maternal Health 
Goal 6:  Combat HIV/AIDS, Malaria and other diseases 
Goal 7:  Ensure Environmental Sustainability 
Goal 8:  Develop a Global Partnership for Development 
Source:  http://www.un.org/millenniumgoals/# 
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Table Ten--List of Contraceptive Methods Currently Available111  
Temporary Methods 
Combined Oral Contraceptives 
Progestin-Only Pills 
Emergency Contraception Pills 
Progestin-Only Injectables 
Monthly Injectables 
Combined Patch 
Combined Vaginal Ring 
Implants 
Copper-Bearing Intrauterine Device 
Levonorgestrel Intrauterine Device 
Male Condoms 
Female Condoms 
Spermicides and Diaphragms 
Cervical Caps 
Fertility Awareness Methods (Rhythm) 
Lactational Amenorrhea Method 
Abstinence 
 
Permanent Methods 
Female Sterilization 
Male Sterilization 
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Table Eleven—Review of Literature Searches 
Date of Search Search database Search terms Search Limits Number of citations 
12/21/2007 PubMed ("Family Planning 
Services"[Mesh] OR "Natural 
Family Planning 
Methods"[Mesh] OR "Sex 
Education"[Mesh]) AND 
("Health Care Surveys"[Mesh] 
OR "Health Surveys"[Mesh]) 
Human, English or 
Spanish 
499 
2/10/2008 PubMed 
("family planning services"[All 
Fields] OR Family Planning 
Services[Text Word] OR 
"Natural Family Planning 
Methods"[All Fields] OR 
"Family Planning Policy"[All 
Fields]) AND "Program 
Evaluation"[All Fields] AND 
"Developing countries"[All 
Fields] 
published in the last 
10 years, English, 
Spanish 54 (6 review) 
1/16/2008 POPLINE 
="interventions" & (="family 
planning" / ="contraceptive 
usage") None 640 
1/22/2008 LILACS 
family and planning and 
programs and evaluation None 19 
3/12/2008 Cochrane Library Family Planning None 14 
2/20/2008 USAID 
Community Based Family 
Planning None 11 
2/20/2008 USAID Family Planning Programs None 307 
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Table Twelve—South American Population Statistics--2007 Estimates14 
14, 98  
Country 
Fertility 
Rate Growth Rate Population Area (KM2) 
Population 
Density 
Argentina 2.13 0.94% 40301927 2766890 14.56578577 
Bolivia 2.76 1.42% 9119152 1098580 8.300853829 
Brazil 1.88 1.008 190010647 8511965 22.32277118 
Chile 1.97 0.92% 16284741 756950 21.51362838 
Columbia 2.51 1.43% 44379598 1138910 38.96672959 
Ecuador 2.63 1.55% 13755680 283560 48.5106503 
Guyana 2.04 0.23% 769095 214970 3.577685258 
Paraguay 3.84 2.42% 6669086 406750 16.39603196 
Peru 2.46 1.29% 28674757 1285220 22.31116618 
Surinam 2.03 1.10% 470784 163270 2.8834691 
Uruguay 1.97 0.54% 3460607 176220 19.63799228 
Venezuela 2.55 1.49% 26023528 912050 28.53300587 
United States 2.09 0.89% 301139947 9826630 30.64529213 
World 2.59 1.17% 6602224175 1.4894E+11 0.04432808 
https://www.cia.gov/library/publications/the-world-factbook/--accessed January 16
th
, 
2008 
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Table Thirteen--Original Puca Chicta Survey—2004 (English Translation) 
Date: ______________ 
How many people are in the family? ______ How many people live in the house? _______ 
Women in the House 
Name    Age    Level of Education 
(Mother)______________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
__________________________________________ 
Men in the House 
Name    Age    Level of Education 
(Father)_______________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
__________________________________________ 
 
Are there pregnant women in the house?  Yes___ No___ 
Description of the House 
The roof is:  Leaves___ Sheet Metal___ 
The floor is:  Bamboo___ Wood boards___ Dirt___ Cement___ Other___ 
The walls are:  Bamboo___ Wood boards___ 
Is there electricity in the house?  Yes___ No___ 
Is there a latrine in the house?  Yes___ No___ With water___ Open bush___ 
Is there a separate kitchen?  Yes___ No___ 
Trash 
Does the house have trashcans?  Yes___ No___ 
What is done with trash?  Buried___ Burned___ Thrown into the bush___ 
Is there much trash on the property?  Yes___ No___ 
Water 
Where do you get your water?  Pipes___ River___ Well___ 
Do you put chlorine in the water?  Yes___ No___ 
Do you boil your drinking water?  Always___ Sometimes___ Never___ 
 
 
Hygiene 
Do you wash your hands before eating?  Always___ Sometimes___ Never___ 
Does the entire family have toothbrushes?   Yes___ No__ 
Do the children bathe everyday?  Yes___ No___ 
Does everyone sleep beneath a mosquito net?  Yes___ No___, if no, why not? ________ 
Where do you sleep?  Floor___ Bed___ 
Do the parents practice family planning?  Yes___ No___ How? ___________________ 
Health 
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Has anyone in the family had the following illnesses?  Who and what and when? 
 _____Malnourished children, How many? ______ 
 _____Diabetes 
 _____Tuberculosis 
 _____High blood pressure 
 _____Respiratory problems 
 _____Other illness, which? ____________ 
 
Has anyone had diarrhea? When?  How many times this year? 
 ______________________________ 
 ______________________________ 
 
Name the people and dates of cases of malaria: 
 (High fever, chills, eye pain, muscle pain, vomiting) 
 _____________________________________ 
 _____________________________________ 
 _____________________________________ 
  
Name the people and dates of cases of dengue fever: 
 (High fever, bone breaking pain, strong body aches, muscle pain, fatigue) 
 _____________________________________ 
 _____________________________________ 
 _____________________________________ 
 
How do you treat people who are sick? __________________________________ 
Economics 
How many chickens do you own? _____ Do you have fish ponds? Yes___ No___ 
Do you have cows? Yes___ No___  Do you have horses? Yes___ No___ 
Do you have other animals?  Yes___ No___, Which kind? _______ 
What crops do you grow?   Cocoa___ Corn___ Plantains___ Rice___ Cassava___ 
Beans___ Others____ 
Do you have a family garden?  Yes___ No___ 
En the house, do you have:   Television___ Stereo system___ DVD player___ 
 Refrigerator___ 
Do the children have shoes? ___ 
How do you like Patrick?   With the beard___ Without the beard ___ 
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Table Fourteen—Results from Puca Chicta Survey of September 2004 
(English) 
Population Data Families 49 
Villages 308 
Minors (0-17 years) 205 
Adults (18-60 years) 98 
Elderly (>60 years) 5 
Males of all ages 159 
Females of all ages 149 
Widows 8 
Women currently pregnant 15 
Children who have died 32 
Housing Characteristics Roofing Sheet Metal—22 
Paja Leaves—29 
Walls Wood Boards—41 
Bamboo—8 
Toilet Facilities Separate Latrine—25 
Open Bush—24 
Separate Kitchen Room Separate—30 
Integrated Room-19 
Electricity Yes—23 
No--26 
Trashcans In the house—22 
None—27 
Trash Disposal Burn—2  
Bury—8  
Throw into woods—39  
Presence of trash on 
property 
Much trash—29  
Little trash—20 
Water Use Source of Water Town tube system—29 
Well—3  
River—17  
Purify with Chlorine Sometimes—3 
Never—46 
Boil before consumption Always—0 
Sometimes—28 
Never—21 
Hygiene Practices Wash hands before eating Always—7 
Sometimes—42 
Never-0 
Toothbrushes Family uses—28 
Do not use—21  
Mosquito Nets Everyone uses—3 
Not everyone uses—46 
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Family Planning Do not use 40 
Use Rhythm--7 
Natural Medicines—1  
Pill--1 
Health Indicators Malnourished Children 14 
Cases of Tuberculosis 1 
Cases--high blood pressure 12 
Cases of anemia 1 
Cases of Malaria Children—20  
Adults—22  
Cases of dengue fever Children—17  
Cases of diarrhea in 
children this year 
37 
Economic Indicators Chickens per family 13 average 
Cows 0 
Small animals 0 
Fish ponds 12 
Horses 5 
Dogs 22 
Family gardens 2 
Cornfields 49 
 Grows Cacao 18 
 Grows Plantains 49 
 Grows Rice fields 4 
 Grows Cassava 49 
 Grows Beans 5 
Own television 10 
Own DVD player 4 
Own refrigerator 5 
Preference for Patrick With beard 12 
Without beard 28 
No Opinion 9 
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Table Fifteen—Definitions11, 110  
Birth Rate The number of births per 1,000 population in a given year 
Contraception Any of the various ways that individuals and couples can use to prevent or 
delay a pregnancy. 
Contraceptive 
Prevalence 
The percentage of couples using a contraceptive method, either modern or 
traditional. 
Family Planning The ability of individuals and couples to anticipate and attain their desired 
number of children and the spacing and timing of their births.  Family 
planning is achieved through contraception defined as any means capable of 
preventing pregnancy.  Family planning also included the treatment of 
involuntary infertility.   
 
Fertility Regulation 
The process by which individuals and couples regulate their fertility.  Methods 
used for this purpose can include, among others, delaying child-bearing, using 
contraception, seeking treatment for infertility, interrupting unwanted 
pregnancies and, in the case of mothers with an infant or a small child, breast-
feeding 
Fertility (replacement 
level) 
The level of fertility or number of children born to each woman which leads to 
a stable population size, typically about 2.1 children per woman 
Fertility Rate The average number of children that would be born alive to a woman during 
her lifetime if she were to pass through her childbearing years conforming to 
the age-specific fertility rates of a given year.   
Infant Mortality Rate The annual number of deaths of infants under one year of age per 1,000 live 
births. 
Infertility The inability to conceive 
Live Births The complete expulsion or extraction from its mother of a product of 
conception, irrespective of the duration of pregnancy, which, after such 
separation, breathes or shows any evidence of life. 
Maternal Death The death of a woman while pregnant or within 42 days of termination of 
pregnancy, irrespective of the duration and site of the pregnancy, from any 
cause related to or aggravated by the pregnancy or its management but not 
from accidental or incidental causes. 
Midwife A person who, having been regularly admitted to a midwifery educational 
program duly recognized in the country in which it is located. 
Reproductive Health The idea that people are able to have responsible, satisfying and safe sex life 
and they have the capability to reproduce and the freedom to decide if, when 
and how often to do so.  Implicit in this are the right of men and women to be 
informed of and to have access to safe, effective, affordable and acceptable 
methods of fertility regulation of their choice, and the right of access to 
appropriate health care services that will enable women to go safely through 
pregnancy and childbirth and provide couples with the best chance of having a 
healthy infant.   
Unmet need for family 
planning 
The number of fertile married women of reproductive age who are sexually 
active but do not want children or want to postpone childbearing by at least 2 
years and are not using any method of contraception.   
Sources Definitions and Indicators in Family Planning, Maternal & Child Health, and 
Reproductive Health, World Health Organization, 2001. 
“The Role of Family Planning in Poverty Reduction” 
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